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THE PRESERVATION AND RESTORATION 
OF FUNCTION IN FRACTURES AND 
DISLOCATIONS* 

R. TUNSTALL Taytor, A.B., M.D., F.A.C.S., 
Battimore, Mp. 

In accident cases, life-saving procedures and re- 
storations as nearly as possible of anatomical align- 
ment, properly have first consideration. However, 
the attending physician or surgeon should surely 
secure such a position in the part or member, that 
come what may, future function may be attained in 
whole or in part to the best advantage for the occu- 

pation of the injured. 

One must always be a pessimist in treating acci- 
dent cases and industrial injuries and think of all 
the unexpected complications possible in a given 
case. Function above all else is what will interest 
the patient ultimately. Whether the anatomical 
alignment is perfect or not is of secondary considera- 
tion to him. Partial or total ankylosis, traumatic 
arthritis, edema with its train of stiffening of joints 
and that often unlooked-for occurrence, unblamable 
on the surgeon as a rule, myositis ossificans, must 
be thought of in advance as possibilities. 

How seldom ultimate or bread-winning function 
and the possibility of some of the untoward compli- 
cations are thought of. Too often these are brought 
to the attention of the surgical consultant, who is 
called upon to remedy the initial mistake. 

I have therefore thought it proper to cite some 
examples of injury to major joints to emphasize 
the error that is often made in early treatment, in 
which future needed function is ignored. 

SHOULDER JOINT 

In nearly everything we do, whether it be bathing, 
shaving, dressing, eating or engaging in our chief 
occupational pursuits, it is necessary for the humerus 
to be abducted from the side of the body from 45° 
to 60° and it must also be rotated inward 60° or 
more. This is accomplished without any movement 
of the scapula, the vertebral border of which remains 
vertical until the humerus is at 90° with the axis 
of the body. When this degree of abduction is 
reached the pectoralis major, subscapularis, teretes, 
latissimus dorsi and infraspinatus are stretched to 
their limit, and beyond this point they pull and 
rotate the inferior angle of the scapula in an outward 
direction until the arm is vertical in an upward di- 
tection or at 180° of abduction. Normally the 


——. 
Read by invitation before the New York Academy of Medicine, 


Orthopedic Section, May 15, 1925. 


vertical pull of the deltoid in producing abduction 
from 0 to 45° is greater as the leverage is against 
it than is the pull from 45° to 90° when the lever- 
age is more favorable. 

Consequently we must appreciate that after an 
injury to the shoulder if the humerus is dependent 
and the joint becomes ankylosed it is virtually use- 
less. Therefore it is a safe rule to follow to put the 
arm up in an abducted position of 45° to go° and 
rotated inward 60° or more. To this Albee has 
added 25° to 30° of forward extension as the best 
position for fixation, and this is often spoken of as 
the Albee position. (Albee, Orthopedic and Recon- 
struction Surgery, W. B. Saunders Co., 1919, p. 
515). 

Even strains, sprains, partial paralyses (obstetrical 
or infantile), tears of the acromio-clavicular liga- 
ment, etc., call for relaxation of, or freedom of 
strain to, the weakened part for a prolonged period 
until repair is assured. Then if ankylosis ensues 
the patient will have a useful amount of needed 
abduction by the aid of the deltoid and trapezius. 
Adduction is then possible by gravity, muscular pull 
and the movement of the scapula in a medial 
direction. 

Major Naughton Dunn and Captain Daw in Sir 
Robert Jones’ Orthopedic Surgery of Injuries 
(Oxford University Press, 1921, Vol. I, p. 217) 
have called attention to the importance of the 
abducted position after breaking up fibrous anky- 
loses, and the great tendency to relapse again into 
adduction. They recommend therefore an initial 
abducted position of 90° and maintain it three 
months. Notwithstanding these cautions, accidents 
to or disabilities of the shoulder are almost invari- 
ably put up in a Velpeau bandage or other similar 
dressings with the arm in an adducted position, in 
contact with the trunk and with the forearm across 
the chest. 

In this connection it may be well to cite two recent 
cases : 

Case 1. P. M., age 35, an architect, while walking on 
a foundation stumbled and in order to prevent falling to 
the floor below reached far forward and grasped with his 
right hand a vertical steam pipe. He was immediately 
seized with a violent pain chiefly just posterior to the 
surgical humeral neck and he noticed that he could neither 
abduct his arm nor put his hand on the opposite shoulder. 
His arm was then bandaged to the chest with the forearm 
across the lower thorax. Some six weeks later, on Novem- 
ber 18th, 1924, he was sent to me by a casualty company 
with his arm in a sling and it was found he had no abduc- 


tion, adduction nor rotation without movement of the 
scapula: the shoulder joint was evidently ankylosed. There 
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was a transverse muscular ridge extending in a medial 
direction from the posterior axillary fold which suggested 
thickening of that portion of the infraspinatus. On palpa- 
tion and inspection from in front and above there seemed 
to be an upward and forward dislocation of the humeral 
head. No crepitation here nor in the scapular region could 
be detected. Comparative study of the roentgenograms, 
stereoscopically and otherwise, failed to reveal any but a 
very slight upward dislocation of the right humeral head. 
There was a haziness and some narrowing of the articular 
space. 

Thus was presented for the patient, an architect, a very 
serious situation, if it persisted, as he could not get his right 
arm from his side and this prevented any efforts at 
draughtsmanship. 

He was given a complete ether anesthesia and adhesions 
in the joint were broken up with a loud snap, the head 
of the humerus was displaced somewhat downward and 
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immediate condition of the soft parts led his attending 
physicians to the conclusion that an axillary padded wedge 
was the best thing at the time to use. Owing also to his 
advanced age, in an endeavor to lessen the angulation and 
in order to secure union, his arm was bandaged to his side. 

I first saw him on November 1, 1924, ten months after 
the accident. There was complete subglenoid dislocation, 
but union with some medial angulation and overriding was 
present. The projection of the distal fragment on the 
axillary nerves produced intense and rather constant pain, 
There was no abduction possible. His blood pressure was 


then 220 and urinary findings not normal, so that general 
anesthesia seemed unwise and unsafe. 

He was put to bed for a week, given remedies to reduce 
his blood pressure, and heat and sedatives for pain in his 
arm. Daily I massaged, extended and adducted his arm 
until by degrees I slipped the humeral head into the glenoid, 
when abduction became easy and the pain was at once re- 


Fig. 
Antero 


tion 


of left shoulder in adduc- 


Fig. 1. Case 2. Fracture-dislocatior 
accident. Distal fragment 


tion. Useless arm ten months after 
pressing on axillary nerves. 


outward and the arm and trunk were put up in a plaster 
of Paris cast to hold the member in abduction, inward 
rotation and forward extension as described above. This 
cast was bi-valved into superior and inferior portions, so 
that light massage and abduction and passive exercises 
might be employed after a week. Motion seemed to be 
improving in the first month, but by reason of undue enthu- 
siasm on the part of the physiotherapist, pain was produced 
by too strenuous passive motions and dense adhesions re- 
formed. These required a second anesthesia and audible 
brisement, which was followed by baking, massage and more 
guarded passive motions. 

After six months of disability in all, the joint was happily 
restored to normal. 


Case 2. H. J. S., age 68, a carpenter, in January, 1924, 
fell some six feet from a step ladder, striking his left 
humerus at the junction of the upper and middle third on 
the bottom step of a stairway. There was immediately 
much contusion, ecchymosis and swelling of the parts and 
a fracture of the surgical neck, with the fragments some- 
what overriding and making an angle medial-ward, was 
noted. It was also quite evident he had a subglenoid dis- 
location. He was a bad surgical risk not only on account 
of his age, but because his high blood pressure precluded 
general anesthesia. Furthermore, in the town in which 
he lived, there were not the hospital facilities afforded in 
larger surgical centers. Evidently the fracture was con- 
sidered the more serious of the two disabilities and the 


2. Case 2. After reducing dislocation and _ restoring 


Fig. 
abduction. 


lieved. The arm and thorax were encased in plaster to main- 
tain the abducted position. It was deemed expedient, owing 
to his general condition, not to consider refracturing and 
securing alignment in the humerus, especially as there was 
no paralysis. The man was sent home and he wore the 
cast two months. He was seen in March, 1925, and has 
more than 50 percent. of normal shoulder function and this 
is increasing under massage and muscle training. He has 
no axillary pain. (Figures 1 and 2). 
THE ELBow 

Injuries to the elbow joint, except in children, may 
present very disabling conditions, depending on the 
occupation of the individual. Thus the requirements 
of writers, bookkeepers or draughtsmen and _ the 
ordinary daily use of the arm by everybody in eating 
and dressing require flexion, whereas in such wage- 
earning pursuits as paperhanging, husbandry and 
seafaring extension or reach are essential. 

Therefore when there is fear of ankylosis, one’s 
judgment must be used according to the occupation 
of the patient, to determine the initial position in 
which to put fractures or dislocations of the elbow. 
Often one must compromise. Of course one has 
also to be guided by the position and nature of the 
fracture. But in a very large percentage of cases 
for every-day-function, the general rule can be stated 
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that the position of choice for fixation should be in 
extreme flexion. An exception to this should be 
made in fractures of the olecranon, when fixation is 
necessary in extension, but at the end of three weeks 
one should gradually and almost day by day endeav- 
or to gain more and more flexion by a change in posi- 


Fig. 3. Case 3. Fracture of external condyle of humerus 


Antero-posterior view. 


tion until finally a figure of eight webbing strap 
can be buckled around the wrist and neck as a collar 


and cuff support to maintain extreme flexion. Prior. 


to that nothing has proved as useful to the writer as 
plaster casts. 

One should bear in mind the disabling result of an 
ankylosis at the radio-humeral joint which will not 
permit pronation and supination, and it should be 
prevented if possible. Also synostosis between the 


Fig. 4. Case 3. Lateral view 


radius and ulna is best avoided by extreme supina- 
tion. A little more than 90° of pronation in the 
event of inevitable ankylosis is the most useful posi- 
tion to secure. 

After breaking up fibrous adhesions in the elbow, 
as in other joints, too rapid or violent efforts at 
passive motion are apt to defeat the purpose we have 
in view. 

In the event of unsuccessful initial treatment, with 
extreme degrees of ankylosis at the elbow joints, 
which preclude carrying on one’s occupation, we 
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have arthroplasties and resections to fall back upon 
as yielding very useful results. 

Perhaps the commonest disabilities are fractures 
of the condyles, and of the olecranon, and disloca- 
tions forward of the radial head. 

Case 3. A. B., age 25, a plumber’s assistant, falling on 
a tiled floor, fractured and dislocated forward and outward 
the external humeral condyle. Reduction not having been 
obtained by closed methods, the patient was referred to me 
by a casualty company for open reduction. There was found 
comminuted bits of bone that prevented replacement of 
the condyle. The removal rendered reposition easy and 
when the elbow was fully flexed the reposition was main- 
tained without suture and held by a plaster cast. Post- 


operative physiotherapy, plus hanging at home on a hori- 
zontal bar, restored full extension. 


(Figures 3, 4, 5). 


Fig. 5. Case 3. Antero-posterior view after reduction, arm flexed. 


Case 4. J. S., a sailor, age 36, fell on the deck of a ship. 
He was referred at the Marine Hospital to my service for 
suture of a fractured olecranon. Mattress sutures of 
chromic catgut were used. The elbow was put up in full 
extension and supination and held by a cast for 3 weeks. 
Gradual flexion. The cast was changed every third day. 
Restoration. (Figures 6 and 7). 

Case 5. W. B., a sailor, age 40, was caught in a rope, 
with his arm hyperextended. The annular ligament of the 
radial head ruptured, and the radius dislocated forward. 
Flexion was impossible. Under anesthesia, with a felt pad 
over the flexor aspect of the radial head, it was pushed 
back into position, and the elbow was put up in extreme 
flexion and supination, in a plaster cast. Physiotherapy 
later and hanging on bar to restore extension. Rehabilitated. 

THE Wrist JOINT AND HAND 

Colles’ fracture, fracture of both radius and ulna, 
hand or carpus infections are most often responsible 
for functionless hands and wrist joints, aside from 
paralytic lesions; wrist drop or wrist flexion is the 
position most often permitted in the initial treatment 
and the cause of lost function for which the first 
man on the job gets the blame. 

The hand at the wrist must be dorsally flexed 35° 
to 40° after accidents and this should be maintained 
by a “cock-up” splint or plaster cast in such a posi- 
tion as one would hold a glass of water. The meta- 
carpal of the thumb should be adducted 45° and its 
phalanges in an opponens position in relation to the 


fingers. 
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Drop-wrist plus ankylosis will not permit writing 
or holding many daily needed articles, and the hand 
is in many respects useless. 

Case 6. F. A., age 50, captain of a yacht, in January 
1924, was cranking an automobile, when it “kicked” fractur- 
ing the right radius and ulna about one and a half inches 
above the wrist joint. Closed reduction was deemed un- 
satisfactory and he was taken to a New England hospital 
for open reduction and bone-suture. Unfortunately infec- 
tion occurred with later ankylosis of the wrist in wrist- 
drop and synostosis of radius and ulna. He came to me in 
September, 1924, with six discharging sinuses, necrosis of 
the distal ulna fragment and a portion of the radial, anky- 
losis of the radius‘ and carpus and proximal end of ulna 
and radius. After two operations and daily dressings with 
mercurochrome (the patient’s skin, notwithstanding 
abundant vaseline gauze, would not tolerate Dakin’s 


solution), the wounds all healed by the middle of December. 


Fig. 6. Case 4. Fracture of olecranon, latera! view. 


In January, 1925, after vigorous massaging it was con- 
sidered safe to do arthroplasties. Through Ollier’s and 
Kocher’s paratendinous incisions, about one and a_ half 
inches of the end of the radius was removed, the fused 
carpus was reshaped, and fascia lata.from the thigh was 
interposed and sutured. Then the suggestion of Lt. Col. 
Walter I. Baldwin (Sir Robert Jones, Orthopedic Surgery 
of Injuries, Vol. I, p. 252) was adopted for the synostosis, 
viz., resection of one-fourth of an inch on the ulna just 
above the synostosis and interposing and suturing a bit of 
the pronator quadratus in the interval. This left the whole 
lower end of the ulna as part of the lower end of the radius. 
It was then possible to put the hand in a dorsal flexed 
position of 35°. 

As many of his fingers had adhesions in full extension 
in the metacarpo-phalangeal and interphalangeal joints trac- 
tion was made on each by means of adhesive straps and 
cords to a wrist strap on which were sewed buttons; and 
day by day increased flexion was striven for. 

This patient is still having physiotherapy and has returned 
to his home in New England, but when last seen his hand 
was in a useful position. He had considerable motion at 
the wrist and in pronation and supination and will wear the 
aluminum “cock-up” splint for a year. He is also using a 
plane, saw and screwdriver daily to increase the usefulness 
of his hand. (Figures 8, 9, 10). 


In a paper of this scope, it is not possible to 
go at length into the many contingencies that 
may arise in fractures and dislocations, but brief 
generalities will be made in citing cases as to 
suggestions in the now usual treatment of the 
hip, knee and ankle. Of course in all cases one 
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must depend in the treatment upon what one 
finds both clinically and roentgenographically, so 
that hard and fast rules cannot be laid down, 
Exceptions occur all the time, but what in the 
majority of cases is useful may be regarded as 
standards. 
Hip 

I feel that we may safely say that abduction 
and fixation as laid down by Whitman, not only 
to prevent coxa vara after epiphyseal separation, but 
to secure alignment and probable union is the 
accepted position of choice in fractures about the hip 
joint. Whether the condition, as only possibly 
demonstrated by good roentgenograms, be intra- 
or extra-capsular or, expressed more in de- 
tail, epiphyseal separation, fracture of the head, 


Fig. 7. Case 4. Fracture of olecranon, antero-posterior view. 


subcapital fracture, fracture at the base of 
the neck or intertrochanteric fracture, abduction, 
often with traction, straightens out the align- 
ment by the tension’of the capsule and surrounding 
muscles. Abduction compensates for shortening in- 
cident of any injury. 

Impacted fractures of the subcapital variety 
are best left alone, as they give us the best chance 
for union and a loose fractured head had best be 
converted, if possible, into an impaction by 
“mauling” the trochanter, as suggested by Cot- 
ton, in order to secure adequate circulation, ap- 
proximation and fit. Breaking up of impaction 
on account of great shortening or foot eversion 
should be done only after consultation to avoid 
criticism—and_ possibly suit if non-union results. 
However, during normal repair, some absorption 
of bone tissue at the break may so soften the 
structures, two weeks or thereabouts after the 
accident, that impaction is lost, but with fixation 
and approximation prior to this time, hardening 
may supervene and the result be not seriously 
impaired. Of one thing we may be sure, viz, 
that adduction is the worst possible position for 
these cases and 30 degrees of abduction should 
be enough to get proper alignment and apposi- 
tion. 
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As most of these cases are in very old people 
the shock of the accident must be studied as well 
as the tolerance to the treatment. With lowered 
and waning vital forces, not only is hypostatic 
pneumonia to be feared, but also exhaustion and 
loss of morale. Even the ordeal of having a 
plaster spica put on may be too much and the 
Balkan frame in such cases is a god-send in per- 


Fig. 8. Case 6. Simple fracture of radius and ulna with 
operative osteomyelitis. Wrist drop and bony ankylosis; useless 
hand; six sinuses. Antero-posterior view. showing wrist ankylosis, 
synostosis of radius and ulna, and necrosis of end of ulna. 
mitting comfort, producing abduction, suspen- 
sion, and inward or forward rotation and in pre- 


venting foot drop. I consider that in the early 


stages it is the most useful aid we have had in 
fractures of the long bones. 


Fig. 9. Case 6. After healing of osteomyelitis and sinuses. 


The means employed for treatment of frac- 
ture apply equally after reduction to most hip 
dislocations which are often associated. 

As examples I might cite the two following 
cases in which I secured union by abduction: 

Case 7. Miss A. B., of Belair, age 35, fell on flag 
Stones striking the trochanter, an intracapsular impacted 
fracture resulting. She was admitted to the hospital one 
month later and put on a Bradford frame with 10 to 20 
pounds traction in abduction and with a perineal strap 
in the opposite groin for 8 weeks. A Taylor traction splint 
was used later, also in abduction; high shoe and crutches 
8 weeks. Weight-bearing was allowed at the end of 17 
weeks after the accident. Union. 

Case 8. Mrs. J. B. W., age 83, caught her foot in 
chair, twisting it and falling to the floor. Intertrochanteric 
fracture. Balkan frame in abduction with traction toler- 
ated well. Had had mitral insufficiency for years. Developed 
hypostatic pneumonia, recovered. Union in 8 weeks. Wheel 
on te four months after accident of uremia. 

ig. 11). 
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THE. KNEE 

Protected as this joint is by the strong capsule, 
the hamstrings and the gastrocnemius posterior- 
ly, the quadriceps anteriorly, the crucial liga- 
ments and concave saucer-like semi-lunar carti- 
lages within, marked lateral, forward or back- 
ward dislocation is rare and fractures occur more 
often in the patella and lower third of the femur. 

The attachment of the internal semilunar 
cartilage to the internal lateral ligament renders 
it friable and easily dislocated from excessive 
torsion of the femur on the tibia. In almost any 
knee injury, with a view to future function, 
should the knee become stiff, full extension is 
the position of choice, except in oblique fractures 
of the femur above the joint with overriding and 
forward projecting proximal element. 


Fig. 10. Case 6. Showing new wrist joint and radio-ulna joint 


, for pronation and supination. 


Case g. B. B., age 30, sailor, fell into hold of vessel 
sustaining an oblique fracture of the femur 5 inches above 
knee joint with overriding and flexion of the proximal 
fragment and backward tilting and separation of distal 
fragment. Traction by Steinmann pin and extreme flexion 
of leg on thigh. Fair approximation. Union in 6 weeks. 
Gradual extension of leg on thigh by casts. Crutches for 
5 months. One inch shortening, some limitation in motion 
in flexion. (Fig. 12). 

THE ANKLE 

Remembering the teachings of Whitman in 
the relation of the foot to the leg: “the weight- 
bearing line down the shin through the middle 
toe” and Roberts’ “normal angle of deflection of 
the foot” of 25° to 35° of abduction, stands one 
in good stead in applying plaster casts to injured 
ankle joints. The failure to put the foot at a. 
right angle to the leg, may condemn the patient 
to operative procedures, as in the following: 

Case 10. R. E., age 28, truck driver, caught between 
truck and railroad car, sustained a fracture of the tibia and 
fibula and all anterior structures of the leg were cut through 
to the bones. Bone grafting (bone peg in tibia) by another 
surgeon. Foot drop, extreme shortening of Achilles tendon 
and. traumatic arthritis in ankle with fibrous adhesions. 
Patient, who otherwise could walk on his foot, has to use 
crutches until tendo Achillis is lengthened, adhesions in 
ankle broken up and foot put at right angle with leg. 


PERIOSTEAL GRAFTS 
The question of joint function in felation to 
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fractures cannot be dismissed without reference 
to non-union and its remedies. While the frac- 
ture persists function is lost; bony union is essen- 
tial, fibrous union will not do. 

Various causes have been given for non-union: 

1. Interposition of fibrous or muscular tissues. 

2. Non-alignment or comminutions prevent- 
ing apposition. 

3. Metabolic abnormalities, deficiencies in 
phosphorus or calcium deposition or excess in 
absorption (McCollum and Peterson). Defi- 
ciency in ultra-violet ray absorption. Deficiency 
in vitamins. 


Fig. 11. Case 8. Intertrochanteric fracture of femur adducted 
and rotated outward. 


4. Eburnation or fibrosis of segmental ends; 
devitalization from septic toxins; lack of nutri- 
tion with bone atrophy. Bone necrosis from 
metalic devices. 

5. Deficiency in osteophytes, lack of liberation 
of bone cells or osteoblasts or death of osteo- 
blasts prior to osteogenetic function from inanition. 

6. Anything that interferes with the circula- 
tion, or hinders the migration of the osteophytes, 
from the medulla, Haversian canals or lacunae or 
wherever they may be, notably in the cambium 
layer of the periosteum, will result in non-union. 

Clinically, we may all admit that our failures 
have been chiefly due to non-alignment, interfer- 
ence with the circulation and deficiency in osteo- 
blasts or callus. From the laboratory side the 
last two have had much light thrown on them of 
late and with especial emphasis upon the impor- 
tance of the periosteum by Anatole Kolodny 
(Journal of Bone and Joint Surgery, 5, 1923, p. 
698) and Sydney M. Cone, (1925 meeting of the 
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American Orthopedic Association, and in personal 
communications. ) 

Kolodny showed convincingly in a parallel series 
of animal experiments that periosteal callus was essen- 
tial to union, that endosteal callus was negligible and 
that with impairment in the circulation union failed 
to occur. Control animals with similar lesions and no 
impairment of circulation developed union. He 
further stressed that the periosteum of young ani- 
mals was more active than that of older animals and 
both were more active in bone-forming in what de- 
termined the stage of “reactive stimulation”, as com- 
pared with periosteum in the “latent stage”. “Adult 


Fig. 12. Case 9. Fracture of lower third of femur extended. 


periosteum plus the reactive stage equals young per- 
iosteum” in osteogenetic force. 

Lexer, who has done an immense amount of work 
on bone regeneration, also considers the periosteal 
callus as by far the more important. Bier and his 
school alone think the endosteum more important. 

Cone, in his researches in bone pathology, has 
shown that where the circulation is more abundant 
or where the tissues are soft or softened by con- 
gestion, edema or infiltration, there bone cells pre- 
ponderate and elaborate new bone. Impaired circu- 
lation thus causes a deficiency in bone cells and does 
not produce the requisite softening to liberate the 
osteoblasts. “The bone cells”, Cone said to me, 
“often die in cortical bone before vitalized and lib- 
erated by the blood stream” and thus we can, under- 
stand why many grafts are absorbed. A cortical 
graft may atrophy, break, or become a sequestrum, 
as it is a more mechanical splinting than a living 
growing substance. So with large bone chips. ! 
have had no luck with them and Cotton (Disloca- 
tions and Joint Fractures, W. B. Saunders Co., 2nd 
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Edition, 1924, page-60) says “Bone chips are 
foreign bodies; remove them.” Unless small, the 
infiltration in the reactive stage of repair cannot 
soften and liberate the bone cells. Such is not the 
case with periosteal grafts. Ely and others have 
denied the existence of the endosteum as such. It 
is certainly not a definite layer as is the periosteum, 
but more a collection of marrow cells and fat. 
Ollier was the first to recognize that of all the 
constituents of bone, the periosteum played the 


Fig. 13. Case 11. Fracture of radius ununited after wiring. 


lager part in bone repair and he blazed the trail for 
surgical advances by utilizing the periosteum from 
atibia on May 13, 1835, to reconstruct a nose and, 
even with infection, this was partially successful. 
(Delageniére, in AMERICAN JOURNAL OF SURGERY, 
35, 1921, p. 281). 

In America we have been wont to consider these 
problems more from the mecha”ical than from the 
biological and physiological points of view,, largely 
wider the leadership of Albee in bone grafting per- 


Fig. 14. Case 11. 


; After periosteal grafting and application of 
Smith’s bone clamp. 


iosteum to periosteum, cortex to cortex and endos- 
teum to endosteum. (AMERICAN JOURNAL OF SURG- 
ERY, January, 1914, 27, 21-26; New York Medical 
Journal May 23, 1919, 3). Perhaps nothing could be 
more exact as viewed from a craftsman’s standpoint 
than the Albee inlay or sliding graft and many of the 
tesults were brilliant, especially with extensive loss of 
substance in the bone defect. But even mechanically 
the disproportion between the small size (circumfer- 
ence) of the graft and the host fragments led in 
many cases, in gun-shot wounds with extensive loss 
of substance, to fracture of the graft with no ulti- 
mate union of this disappointing mischance. Fre- 
quently union would take place at one end and not at 
the other, probably from inadequate or too brief fix- 
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ation of this too mechanical and too little biological 
or too slowly callus-forming method, plus muscle 
contracture or torsion. Henderson of the Mayo 
Clinic suggested “massive bone grafts” to meet some 
of these difficulties. 

If. we consider the physiology of bone repair as 
seen clinically in surgery, we must admit the con- 
spicuous and almost chief rdle played by the perios- 
teum. Take, for examples, osteomyelitis ; neither the 
endosteum nor the cortex plays a notable réle in re- 
pair, but the periosteum proliferates and there ap- 
pears the increased circumference known as the in- 
volucrum, with necrosis of the central elements 
known as the sequestrum,; or, in amputations, if by 
chance the periosteum is not cut away at a higher 
level than the bone cortex we find subsequently pain- 
ful osteophytes have formed growing into the stump 
end from the proliferating bone-forming periosteum, 
which require removal and stripping back of the per- 
iosteum. Of serious import to the surgeon, and to 
casualty companies from the medico-legal stand- 


Fig. 15. Case 11. Showing solid union and perfect alignment. 
There is seen a remnant of wire which could not be extracted. 
Note abundant periosteal callus. 
point that unfortu:ate condition sometimes occurs 
known as myositis ossificans—more often after el- 
bow fractures. Through no fault of his, when the 
cast is finally removed, the surgeon finds an anky- 
losed elbow. This occurs from tearing loose of per- 
iosteum incident to the fracture; bone proliferation 
has taken place around the joint and into the mus- 
cles, destroying function, the periosteum being the 
focus and source of this misfortune. Other trau- 
matic instances may be cited such as osteomata, 
osteochondromatosis and osteochondritis dissecans 
in joints, where the synovia may be likened to per- 
iosteum. 

Thus we recognize this chief bone-forming func- 
tion of the periosteum. The external or fibrous layer 
of the periosteum is chiefly protective and infection- 
resisting, while the cambium, or internal vascular 
layer, contains with the underlying superficial bone 
layers, the osteoblastic or bone-forming cells. 

AvuTHoR’s TECHNIC 

Some time ago I was led to the conclusion that 
some form of periosteal graft would be the most use- 
ful and give little disturbance of the circulation, and 
that, with it, the vascular buds from the host bone 
might readily find avenues for union and rapid re- 
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establishment of circulation. Accordingly I have 
adopted the plan of removing only a minute layer 
of cortical bone in order to preserve the penetrating 
branches from the periosteum. It can hardly be called 
an osteo-periosteal graft, but this very thin layer 
of cortex enables one to handle the periosteum more 
easily, imparting some stiffness to it as well as pro- 
tecting the small vessels. This periosteum is applied 
around the bone defect as a sleeve, or bridges it, in 
strips, as boards across a gap; rolled up lengthwise, 


Fig. 16. Case 12. Fracture of radius and ulna. Osteomyelitic 
necrosis from wiring. Inlay graft united at one end in radius. 
it may be interposed between fragment ends, where 
there is much loss of substance. 

When I determine the amount of periosteum need- 
ed, usually from the tiba, I mark out with a scalpel 
the area to be removed and with the fine Albee cross- 
cut saw penetrate the cortex about a millimeter. With 
an osteotome this is removed with the periosteum. 


Fig. 17. Case 12.° After development of periosteal grafting and 
clamping, with osteomyelitis cleaned up. 
The graft is put in a gauze handkerchief moistened 
with normal salt solution and, to avoid drying, is 
transferred as soon as possible to the site of the im- 
plant. The bone ends have previously been freshen- 
ed, all fibrosed tissue has been removed and longitudi- 
nal scarifications of periosteum on fragments made 
to produce reactive stimulation and to open up vents 
for new circulation. 

GRAFT SEEMS INADEQUATE MECHANICALLY 

Except when there is very little loss of substance 
or close approximation of the fragments and easy 
maintenance of alignment, from the point of view of 
the American surgeon, the periosteal graft seems too 
flimsy to offer or maintain support and is not 
mechanically exact enough to maintain fixation and 
immobilization even with a well applied plaster cast. 
This would seem especially the case in non-union of 
forearm fractures, where the muscle spasm, especial- 
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ly of the pronator radii teres and pronator quadratus, 
often even within a snug plaster cast, produce a tor- 
sion and separation of the fragments. 

American surgeons are getting away from the use 
of metal in fractured bones, as it undoubtedly causes 
osteoporosis, bone absorption and atrophy and inter- 
feres with healing and union. Lane and Hey-Grove 
in England and Tuffier, Alglave ard Hallopeau in 
France (Société de Chirurgie de Paris, 46, 1920, 


Fig. 18. Case 12. 


; After development of periosteal callus and 
bone with clamp on. 


1080) are the chief exponents of plating, but all are 
pretty well agreed that in old infected cases osteo- 
myelitis with non-union often results from such me- 
chanical fixation. Constructing bands and clamps 
interfere with bone nutrition and circulation as does 
metal that goes into the substance of the bone. 


Fig. 19. Case 12. After solid union, 


Lane, Milne and Sherman plates and Parham 
bands do this. Lambotte’s cerclage and encircling 
wire, as advocated by Cotton and Duff must impair 
he periosteal circulation, which Kolodny has point- 
ed out is so essential to repair. Even tightly tied 
kangaroo tendon or chromicized catgut or silk must 
for the reactive time constrict the periosteal circula- 
tion. Plates held by screws cause bone atrophy and 
interfere with the formation of callus under them. 

In looking about for a means of firm fixation to 
perfect normal alignment, I have found nothing to 
compare with the Smith bone clamp, which neither 
encircles, penetrates nor presses on the periosteum, 
when properly applied. By its four or eight teeth 
it grasps laterally the fragments and by its steel bar 
it prevents, when locked, motion in amy direction. 

With the x-rays in the operating room window, 
before sterilizing, I tentatively bend the selected 
clamp to fit the fragments, cutting off the teeth and 
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bending them, if necessary, so that they just pene- 
trate vertically into the periosteum and cortex. There 
is thus no delay during the operation, which is much 
shorter than other methods of bone alignment. It 
is unnecessary and unwise in many instances to de- 
nude the fragments of periosteum or to expose the 
entire ends out of the wound. The element of the 
bone-clamp containing the lock should be inserted 
last and removed first after union. This expedites 
matters considerably and the clamp should not be 
put on nor removed as a whole. By this means of 
fixation one can feel with or without a plaster cast 
that alignment will persist, even more securely than 
by the Albee or Gavin Hamilton inlays. Undoubted- 
ly lack of fixation in the latter methods played its 
part in some failures, 

With these thoughts and an experience based upon 


Fig. 20. Case 13. Fracture of the humerus with mal-alignment 
and non-union after six weeks fixation. 


them in mind, it may not be amiss to report types of 


non-union, in closed and open fractures, in which 
the problem seemed to be to stimulate osteogenesis, 
and to maintain perfect alignment and promote cir- 
culation even in the open case, (in which there was 
extensive loss of substance, prolonged suppuration 
and fractures of both bones of the forearm.) 


Case 11. R. G., a young officer in the A. E. F. was 
caught between two motor lorries in France and suffered 
a fracture of his radius in the middle third. He was at 
once put in a plaster cast, but union failed to occur. About 
two months later he was operated on by one of the most 
skillful of the American surgeons and the bones were 
wired, so that perfect alignment was secured and he was 
again put in cast. After three months this second cast 
was removed, but no roentgenograms were made to confirm 
what was apparently firm union. He noticed that the arm 
was appreciably weaker than before the accident, but 
performed his usual duties, saving the arm as much as 
possible. In February, 1924, he endeavored to push an 
automobile in heavy snow, and felt his arm “break” at 
the seat of the old fracture. On examining him and the 
+-ray pictures, I found that the bone had not fractured, as 
there had been no union, but the wire had. Operation was 
performed a few days after the last mishap, and a periosteal 
graft 5 by 114 inches was obtained from the tibia in the 
following manner: with the smallest, thin Albee cross-cut 
electric saw, about three-quarters of an inch in diameter, 
the incisions through the periosteum, which had been made 
with the scalpel, were continued into the bone to a depth 
no greater than two millimeters. It was then easy to re- 
move the periosteum and this uniform layer of superficial 
bone with a mallet and chisel without splintering. It was 
rolled up and was placed in a handkerchief. Prior to this 
the fracture had been exposed, fibrous and eburnated ends 
were removed down to vascular bone, the covering perios- 
teum for two inches proximally and distally was scarified 
around each. The periosteal graft was wrapped as a sleeve 
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almost entirely covering the radius in this region, with the 
periosteum external. Anticipating the mechanical require- 
ment of fixation in alignment, a Smith bone clamp was 
easily and expeditiously applied external to the periosteal 
graft; and no anxiety was felt that the bone fragments 
or the graft would slip or that the nutrition of the bone 
would suffer. Union was quite solid in 314 months; and 
it then remained only to remove the bone clamp with a local 
anesthetic and resuture the skin. The arm is restored to 
entire usefulness with no limitation of motion. (Figs. 13, 
14, 15.) 
UNION IN A COMPOUND FRACTURE 


Case 12. C. W. E. S. A young American lieutenant was 
wounded by shrapnel at Chateau Thierry with los: of about 
four inches of the radius and more of the soft parts. After 
débrid€ment and Dakinization, several attempts at bone 
grafting were made in France and subsequently in the 
United States, and the operation about to be reported was 
the fifteenth attempt that had been made at reconstruc- 
tion. This patient, as is the case with the majority of 
those who have loss of substance of the radius, had an 


Fig. 21. Case 13. Restoration of 


and fixation by clamp. 


alignment, periosteal graft 


extremely bowed arm and marked prominence of the ulnar 
styloid as a result of muscular contracture. The concavity 
was on the radial side. He had had a resection of the ulna 
by “steppage” done in an attempt to overcome this bowing 
and equalize somewhat the disparity in the length of the 
two bones. Unfortunately, while union was progressing 
and well advanced, during sleep the patient’s arm, although 
in a cast, dropped over the side of his bed and the ulna 
refractured at the operative site, probably by torsion (i. e., 
pronation). These fragments were then wired which re- 
sulted in bone atrophy, absorption and necrosis. On the 
radius he had had sliding grafts, inlay grafts, intra- 
medullary grafts, etc., with in one instance union at one end 
of the graft. In one hospital he blamed undue force in 
removing a cast as responsible for fracture of an inlay 
graft. Owing to the bowing and deviation of the distal 
fragment of the radius to the ulna side, it was impossible 
to get alignment of the ulna and radius at the same opera- 
tion, although this had been attempted, with suture by 
kangaroo tendon, which intramedullarily, had acted as a 
fibrous interposition preventing bone union. Thus _ this 
young man, worn out with surgery, besought me and Dr. 
J. M. T. Finney, who kindly saw the case with me, to take 
the arm off, and I told him of my faith in the periosteal 
graft and bone clamp, as a last means of helping him. 
Figure 16 shows the condition prior to this final operation 
and the extensive rarefaction, bone atrophy and necrosis 
following the use of silver wiring. Figure 19 shows the 
extensive callus formation and firm union after the ap- 
plication of the periosteal graft and bone clamp. This 
operation was done on March 31, 1924. Union was firm 
and the clamp was taken out with local anesthesia on July 
15th. Approximation of the radial fragments is so close 
that, after removing the eburnated ends and by means of 
the periosteal graft, union there probably will also be readily 
obtained. (Figs. 16 to 19.) 


Doctor H. A. Peterson, of the Johns Hopkins 
Hospital, kindly made a determination of the calcium 
and phosphorus coefficients in these cases, before 
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union, and reported that they were about normal. 
Thus we can attribute union to the periosteal grafts 
and firm approximation rather than to diet, which I 
urge should be freely of calves liver (for phos- 
phorus) and green vegetables, plus calcium carbon- 
ate and cod liver oil, as medicines. 

Another case I wish to report is: 

Case 13. A sailor, age 40, was admitted to U. S. Marine 
Hospital with fracture and total paralysis of the right 
arm the result of being entangled in a rope. His humerus 
was fractured at the middle third and the radius and ulna 
in the corresponding situation. He had been in a cast for 
six weeks when he was referred to me and there was no 
union in either situation. On February roth, 1925, operation 
on humerus was first undertaken and there the musculo- 
spiral nerve was found interposed between the fragments 
and there was found much callus around the nerves and 
soft parts on the medial side of humerus. These were 
freed and a periosteal graft and clamp were applied. The 
illustrations (Figs. 20 and 21) show, respectively, lack of 
alignment and perfect. alignment, but it is too early yet. to 
report the final outcome as the radius and ulna have to 
be similarly treated and we have not yet had a chance to 
determine what gain there is in the nerves. 


McWilliams (Annals of Surgery, 74, 1921, 286) 
basing statistics on 1390 collected operated cases of 
non-union, gives percentages of successes by the 
various methods as follows: 


Osteo-periosteal grafts 
End to end (“steppage”) 
Inlay 

Intramedullary 


Intramedullary and inlay 

In order to be of value for surgical judgment, any 
analysis of the methods of treatment of non-union 
cases should be comprehensive and cover a considera- 
tion of their type, whether open or closed, the de- 
gree of loss of substance, severity, duration and kind 
of infection, degree of bone vascularity, amount of 
fibrosis and deformity,—all important factors having 
bearing on the end result. 

I am quite familiar with the use of the osteo- 
periosteal graft by Delagéniére. (Bulletin de 
PAcadémie de Médecine, 3rd series, 88, 1922, 396) 
and by Dujarier (Journal de Chirurgie, 16, 1920, 
31) and others but they depend entirely for fixation 
upon a plaster cast which I consider entirely inade- 
quate both for maintenance of alignment in frag- 
ments, for circulatory continuity and for the develop- 
ing periosteum into bone Where a large gap is to be 
filled in. Doctor Cone has told me that my method 
is based soundly on surgical pathology. 

CoNncLusION 

I believe the method suggested of transplanting 
living periosteum’ and developing bone cells and the 
maintenance of firm fixation without interfering 
with circulation is based on sound laboratory and 
clinical experience and is close to 100 per cent 
efficiency in preventing non-union and_ securing 
function. 

1102 N. CHARLES STREET. 
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BACK PAIN OF UROLOGIC ORIGIN 
Leo Micuet, M.D., 
New York. 

Chronic pain in the back—backache, or lumbo- 
sacral pain is a complaint frequently met by all 
practitioners. In an effort to determine etiology, 
the importance of kidney conditions should not 
be overlooked. I have taken 157 cases of various 
conditions and analysed the symptomatology and 
clinical findings with reference to backache and 
pain in the back. This list excludes cases in 
which the symptom was definitely traceable to 
prostatic changes. 

Chronic prostatitis, prostatic congestion, semi- 
nal vesiculitis, chronic posterior catarrhal ureth- 
ritis, and allied conditions resulting from vener- 
eal infections or disturbed sex life, form about 75 
percent of the cases of backache in men. There 
are several distinguishing features. The usual 
associated sexual symptoms, occasional dis- 
charge, disorders of intercourse, etc., tend to di- 
rect one toward the prostate and vesicles so that 
the condition is easily recognized. Then, too, 
the ‘pain is likely to be deep down in the back. The 
patient usually points to the sacro-iliac region, 
and has a sense of fullness in the perineum. This 
is generally immediately relieved by prostatic 
massage and local measures. It is striking to ob- 
serve that patients who have once been relieved 
by this, recognize the trouble and direct attention 
to the prostate. 

The remainder of the cases were as follows: 
movable kidney, 46; movable kidney with kinked 
ureter or angulation of the ureter, 9; pyelitis, 19; 
ureteritis, 1; stone in the kidney, 5; perinephritic 
abscess, 2; hydronephrosis, 5; hypernephroma, 
1; transitory infections of the kidney classified 
under the term pyelonephritis, 11. 

The most interesting group is that of movable 
kidney. In the cases reviewed, it was observed 
that several patients had recently lost a moderate 
amount of weight. In three cases, the condition 
came on after childbirth. Either emptying of 
the gravid uterus or loss of a large amount of fat 
in the kidney capsule had removed considerable 
support from the kidney, and allowed greater 
motion. In these cases the kidney usually can be 
felt bimanually. Often, if the patient is placed 
on the table with the head lower than the feet, the 
organ can be placed into proper position. Pain 
from simple mobility of the kidney is likely to be 
spasmodic. The mobility develops a lessened 
resistance to infection. When this occurs, the 
symptoms become much more acute. Infection 
is usually with the colon bacillus or, occasionally, 
staphylococcus albus. It is more generally 
noted that the urine from the affected side is dis- 
tinctly turbid, and contains numerous small 
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flakes of fibrin. This is evidence of exfoliative 
process following the active agent. This infec- 
tion develops a perinephritis, and a periureteritis. 
Symptoms over the kidney are soon noted. 

It is important to establish a diagnosis. This 
is best done by cystoscopy and pyelography. 
Routine functional tests should be made. Gener- 
ally the movable kidney shows a slightly delayed 
phthalein excretion appearance time, but the out- 
put may be equal to the unaffected side in quan- 
tity. The specimen itself is usually distinctively 
cloudy, and. occasionally a unilateral polyuria is 
determined. A pyelogram from the supine and semi- 
erect position is usually accurate in demonstration of 
the mobility of the kidney. 


Miss B. L. coniplained of pain in the back for three 
months with abdominal pain, attacks of fever, nausea and 
vomiting. Two years previously there had been dull 
pain in the back which was continued to the present 
attack. There had been recently frequent micturition, 
with blood showing occasionally. A dilated kidney pel- 
vis and ureter, ptosis of bot hkidneys, and kinks in both 
ureters were demonstrated. The kink on the right side 
was at the pelvis; on the left side it was two inches be- 
low the pelvis.. Since March, 1923, the patient has worn 
a fitted double kidney belt. She has been comparatively 
free from symptoms. ‘The infection has been controlled 
by kidney: lavage at six week intervals. 

In the case of A. O., the left kidney was distinctly en- 
larged, as was the right one. There was evidence of ex- 
treme ptosis. A pyelogram showed a distorted kidney 
pelvis with a dilated ureter and kink. 


Kidney mobility alone is not likely to cause 
chronic pain unless associated with ureteral ob- 
struction. Intermittent obstruction gives rise in 
its turn to hydronephrosis. The postural diffi- 
culty becomes enough to cause pain. 


Four years ago P. S., had left-sided pain and oc- 
casional hematuria. The diagnosis of ureteral stricture 
was made. Relief followed dilatation and pelvic lavage. 
He was advised to have infected tonsils and apical 
abscesses treated. The tonsils were removed and the 
symptoms were abated for 2 years. After three years of 
absence, he returned complaining of backache. There 
were frequency and muddy urine. The pyelogram show- 
ed right-angled curvature of left ureter near pelvis of 
i The 
kidney pelvis held 30 c.c. The organ could be definitely 
felt enlarged to three times its normal size. 


Pyelitis usually exists as a chronic infection, 
and it is only when exacerbation occurs that the 
symptoms are pronounced. The colon bacilli and 
various forms of staphylococci are usually primary 
and secondary invaders, respectively. The ure- 
ter is involved throughout its course with accom- 
panying dilatation. The dull pain along the ure- 
ter is explained by the inflammatory reaction 
about the ureter and the pelvis. The pyelogram 
gives marked evidence in these cases. The ureter 
is kinked and distended to the diameter of a 
thumb. In a long-standing, case it may be in- 
creased to half again its length and is thrown into 
folds. Lavage with silver nitrate, mercuro- 


chrome, acriflavine and other chemicals is attend- 
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ed with good results. Silver nitrate solution, one 
grain to the ounce, is very effective. 

Pyelonephritis may usually be traced to a focus 
elsewhere in the body. This subject of kidney 
infection cannot be properly considered in this 
paper. Generally the symptoms are accompanied 
by various kidney changes. These are often as- 
sociated changes in the prostate which should be 
borne in mind in making the differential diag- 
nosis. 

Perinephritic abscess is often referred to as a 
cause of pain in the back. With the development 
of urologic diagnosis, this condition is seen less 
and less. It is always a complication of pyone- 
phritis and pyonephrosis. Nephrectomy usually 
is necessary. Its initial stages, of course, are 
ureteral obstruction, focal kidney infection, or 
obstruction plus infection, usually the latter. It 
is very strange, however, that practically com- 
plete destruction of the kidney can occur with 
rupture into the perinephric space before the 
patient complains of symptoms directing atten- 
tion to the urinary tract. Of course, what occurs 
is that infected urine or pus is not discharged 
into the bladder. The lack of urinary frequency 
also leads one to overlook the source of trouble. 

In summary, it may be stated that changes in 
the position of the kidney, its susceptibility to 
infection, the common incidence of calculus and 
silent stone, and the possibility of symptoms be- 
ing absent, all impress the importance of urologic 
investigation for obscure back pains. The pros- 
tate should also be investigated for infection and 
carcinoma. ‘ Metastases in the spine often occur 
early in prostatic neoplasm. The accuracy of the 

-‘cystoscope and roentgenography should be 
utilized. 

There were two patients in this series to show 
the importance of complete examination: 

A woman, aged 35, referred by Dr. Harry Finkelstein, 
reported that she had had backache, limited to the region 
of the lumbar spine. For eight years she had an anky- 
losis of the knee due to tuberculosis. She showed on 
x-ray examination a calcified process at the right kidney 
brim along the right ureter. The urine did not disclose 
any evidence of tuberculosis. The cystoscopic examina- 
tion revealed no destruction in the bladder proper, but 
the orifice to the right ureter was completely obstructed. 
The diagnosis was healed tuberculosis of the right kidney 
and ureter. 

The other patient was a woman of 37. She had six 
living children, and had had one still-birth. She com- 
plained of pain in the back. On careful history taking, 
one learned that she had bled on urination at intervals. 
The cystoscope revealed tuberculosis of the ureter and, 
presumably, the kidney. 

Acknowledgment: Thanks are due to Dr. John 
Morrisey for placing at my disposal the facilities 
of the Brady Urologic Institute of the New York 
Hospital. The work at the Hospital for Joint 
Diseases was done on my service there with the 


aid of my associates. 


di- 
that 
too, 
The 

rion, 

his 
atic 
ob- 
ved 
ion 

Ws: 

ked 

19; 
itic 

a, 
ed 
ble 
ed 
ate 
on 
of 
tat 

) le 
er 

be 
ed 

ne 
in 

De 

ad 

y 

I] 


AMERICAN 
JouRNAL OF SURGERY 


188 


HEAT IN THE TREATMENT OF GONOR- 
RHEA IN THE MALE 
Damon A. Brown, M.D., 


Section of Internal Medicine, Jackson 
Manpison, Wis. 


Clinic, 


Gonorrhea in the adult male is a self-limited 
venereal disease. Consequently, it has been consid- 
ered an ignomirious and unimportant condition, the 
treatment of which need not concern the well-trained 
practitioner in medicine. But the devitalizing and 
incapacitating complications of gonorrhea in the male 
and the more damaging possible sequelae in the 
female, with the attendant destructive processes in 
the child of an infected parent are apparent, make 
the problem one that deserves the most careful con- 
sideration from members of the medical profession 
especially trained in combating diseases of the urin- 
ary tract. In a review of both the early and recent 
literature, the most outstanding fact noted is that, 
in spite of the innumerable drugs that have been de- 
vised and used for the destruction of the gonococcus, 
the duration of the average case has not been lessen- 
ed, nor have the complications been decreased. This 
is largely because the true pathology of the disease 
has not been taken into consideration and the meth- 
ods devised for its treatment, so far as local meas- 
ures are concerned, have been directed against a 
superficial infection of the mucous membrane. If 
the urethra were lined with a single layer of squam- 
ous epithelium, the topical application of bactericidal 
and astringent drugs would undoubtedly meet with 
a large measure of success, but the complex structure 
of the urethral lining, composed of squamous, 
cuboidal, and glandular epithelium, ‘renders the 
problem more difficult of solution. 

Within a few hours after infection, in the average 
case, the organisms have penetrated ivto the glandu- 
lar structures and the acini have become occluded by 
the attendant mucous and serum resulting from the 
localized inflammatory reaction. At this stage, any 
drug that is incapable of penetrating the submucous 
layers with inhibitory or lethal action on the urinary 
organism, or that fails to produce sufficient reaction 
in the submucous layers without too great destruction 
of tissue is devoid of any real virtue as a therapeutic 
agent. One may trace a long line of drugs used for 
this purpose, including different strengths of per- 
manganate of potash, the aqueous and colloidal solu- 
tions of silver, and the present more penetrating but 
apparently no more effective dye »reparations. The 
most prominent and most used of these are acriflav- 
ire of war fame, and mercurochrome. But the 
treatment of venereal infections during the war, 
when prophylaxis was an enforced procedure, offer- 
ed an entirely different situation than does treat- 
ment in civil practice where the average case is sev- 
eral days old, and the organisms have become fairly 
well established in the submucosal structure of the 
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urethra. 

Because of the lack of uniformity in the treat. 
ment of urethral disease, and the very evident 
lack of progress in combating it, attention has 
recently been turned upon one of the earliest of 
therapeutic agents in treating infectious disease, 
namely, the production of localized heat. 

Bier has shown that hyperemia has distinct 
analgesic, bactericidal, absorptive, solvent, and 
nutritive effects. The bactericidal effect of the 
active hyperemia resulting from increased heat 
was utilized by both physicians and surgeons 
long before the bacterial nature of inflammation 
was understood. Most of the organisms patho- 
genic to the human body thrive best at body 
temperature. With the production of increased 
temperature in the medium surrounding areas of 
bacterial invasion, the virulence of the organism 
is lowered, the rate of generation is retarded, and 
the organism becomes more susceptible to the 
defensive powers of the body. This reparative 
process is presumably brought about by increas- 
ing the flow of blood in the capillaries, augment- 
ing glandular activity, and producing a defensive 
transexudate of serum and phagocytes in tissues 
outside the capillaries. 

Crile writes, 


With the use of each degree of temperature in any 
system, inorganic or biologic, the chemical activity is 
increased 10 per cent, and the electrical conductance 2.5 
per cent. The increased chemical activity increases the 
metabolism. The natural method of increasing heat in 
the body is called “fever.” Production of localized fever 
can be applied to any section of the body, and the beneficial 
effects of natural fever are augmented by the fact that the 
artificial production of internal heat is practically un- 
limited and is not attended with generalized functional im- 
pairment of the body. 


It has not infrequently been noted that local- 
ized infections of the body, including gonorrheal 
infections of the urethra, have completely sub- 
sided after intercurrent general infective diseases, 
such as pneumonia or typhoid fever. Whether 
the results can be attributed to general pyrexia 
or to the production of immune bodies is a matter 
of conjecture, but this phenomenon, in conjuric- 
tion with other observations on the beneficial 
effects of the production of body heat, has served 
to stimulate the combating of infective processes 
with artificially produced heat. The destructive 
effect of high body temperature upon various 
parasites offers a striking example of gradually 
diminishing vitality on the part of the invader. 

At present, there are two accepted methods of 
producing a maximal high temperature in the 
male urethra to combat gonococcic infection. One’ 
is by the passage of a high frequency current 
through body tissue from one electrode to the 
other, thus generating a degree of heat propor- 
tionate to the tissue resistance offered. This method 
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is the result ot the early works of d’Arsonval 
who, in 1890, passed a current of 5000 oscillations 
through the human body with no other sensation 
than that of heat. Many investigators since then 
have been working with the production and in- 
duction of such a current through the human 
body; the invention in very recent times of elec- 
trodes suitable for the urinary tract has made 
possible a satisfactory application of the princi- 
ples of diathermy. 

It has frequently been demonstrated that the 
gonococcus is instantly destroyed at a tempera- 
ture of 113° F., or at 104° F. when the tempera- 
ture is prolonged for from six to eight hours. 
When gonococci can be localized in the tissues 
an exposure of 108° F. will destroy them in thir- 
ty or forty minutes. 

Since the normally nourished epithelial cells 
can survive a temperature of 118°F. for one hour 
or more, and connective tissue cells are resistant 
to longer periods of heat at an elevation of more 
than 122°F., the rationale of the therapeutic 
possibilities of destroying the gonococcus in the 
living tissues by heat is manifest. 

The problem of application of this therapeutic 
procedure has presented mechanical rather than 
theoretical difficulties. As early as 1913, Fulton 
attempted to use heat in the male urethra by run- 
ning hot water through a modified thermophore. 
The report of his results was excellent, but his 
instrument was too cumbersome. Others since 
then have had different devices, including pro- 
longed baths in waters with a temperature of 
from 104° to 110°F. in order to induce fever 
artificially ; the results were very favorable, but 
the method was very difficult to apply in the aver- 
age case of gonorrhea in private practice. 

The latest appliance for the induction of arti- 
ficial pyrexia in the male urethra is an electrode 
designed by Corbus, of Chicago, and is very 
much like a straight sound, being the active 
electrode of a high frequency current. Almost 
any degree of heat can thus be produced in the 
urethral tissues. The obvious disadvantage of 
such a device lies in the fact that ‘the male ure- 
thra is not a smoothly lined tube of uniform 
diameter, and that part of the mucous membrane, 
especially in the larger bulbous portion of the 
urethra, will not come in close contact with the 
electrode. As perfect contact is necessary for 
the passage of the current, faulty technic may 
make the tissues not more resistant but less 
resistant to the invading organisms, and will 
result in a traumatic, burning desquamation of 
the epithelial lining. 

Clamp electrodes have also been devised by 
Corbus for the treatment of prostatitis, epididy- 
mitis and vesiculitis by diathermy. I have used 
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the clamp electrode in the treatment of eight 
cases of epididymitis and orchitis, the treatment 
consisting in from 250 to 500 milliamperes of 
high frequency current from 30 to 40 minutes. In 
every case there has been a very marked and 
rapid subsidence of pain with possibly a little 
more rapid resolution of induration than was 
obtained by the older method of rest in bed, ele- 
vation of the testicles, and local application of 
heat. Treatment by diathermy is possibly justi- 
fied because of the prompt relief from pain and 
the shortening of the period of enforced inac- 
tivity. 

I have made no attempt to use the rectal elec- 
trode in treating prostatitis, because of the me- 
chanical difficulties in maintaining the electrode 
in the necessary position for the length of time 
required before results can even be expected, 
because of the very limited surface of the pres- 
tate that can be covered by the electrode, and be- 
cause of the difficulty of keeping the surface of 
the electrode in perfect contact with the surface 
of the prostate. 

To date, there is no satisfactory device for 
accurately determining the degree of tempera- 
ture being induced in the tissue under treatment. 
Moore, ot the University of Chicago, has recently 
shown that following the advocated technic of 
treating epididymitis or orchitis, there is a degen- 
eration of the tubular portion of the testicle fol- 
lowed by aspermia or sterility and even atrophy. 
If this is true, the use of diathermy in treating 
these complications of gonorrhea is not entirely 
devoid of danger. Until a more accurate and sat- 
isfactory method for determining the exact de- 
gree of heat being induced in the structure under 
treatment is devised, the method can not be 
generally accepted. 

Because of the recognized value of heat in 
combating gonorrhea in the male, I have been 
making use of an irrigating medium of a basic 
normal saline solution heated to 120°F. In acute 
cases, I have found that the urethra will tolerate 
an irrigating solution gradually increased from 
110° to 120°F. with no discomfort. The urethra 
is very gently filled with the irrigating solution 
after the anterior portion is first washed out; 
‘then, when the meatus is compressed the sub- 
stance is retained for several minutes. At one 
irrigation 2000 c.c. of solution are used; the 
treatment is time-consuming, but the results to 
date justify the time and care. During the first 
week the patient is instructed to inject from 2 to 
4 cc. of 1% mercurochrome four times a day 
after urinating. The rapid disappearance of 
gonococci from the discharge leads me to believe 
that this simple method of employing heat is as 
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effective as any of the more complicated pro- 
cesses. The patient is instructed with regard to 
general hygiene, rest, diet, the drinking of large 
quantities of water, sexual and alcoholic absti- 
nence, and alimentary elimination. 


PERSISTENT PYURIA FOLLOWING 
PROSTATECTOMY 
Joszry A, Lazarus, B.S., M.D. 
New York City 

Pyuria is one of the most annoying and persisteut 
complications following prostatectomy. A careful 
study of prostatectomized patients reveals the fact 
that this condition is encountered very frequently, 
and may or may not be accompanied by the usual 
symptoms of cystitis. 

Following the enucleation of the prostate, the 
bladder is practically always infected, and the urine 
is consequently purulent. With bladder irrigations 
and urinary antiseptics, the condition gradually sub- 
sides and the urine becomes clear in the majority of 
cases. There remains, however, a far from negligi- 
ble group of cases in which, in spite of careful treat- 
ment, the pyuria persists with or without cystitis. 
What perpetuates a cystitis or a pyuria after the 
enucleation of the prostate ? 

To form a clear conception of what is actually 
done by the surgeon when a so-called prostatectomy 


is performed, it is necessary first to clarify in our 
own minds the pathological changes present in a true 
hypertrophy of this gland. “Hypertrophy of the 
prostate” as a term is decidedly misleading inasmuch 
as it pictures to one’s mind a condition entirely dif- 


ferent from that which actually exists. By hyper- 
trophy of an organ is meant an enlargement of the 
individual constituents of that organ. This condition 
does not obtain in hypertrophy of the prostate. In- 
stead of an enlargement of the individual constitu- 
ents of the gland there exists a true tumor formation 
within it. 

Enlargements of the prostate fall into two main 
groups, those due to malignant neoplasms and those 
due to benign tumors such as adenomata, fibro- 
adenomata or the more frequent fibromyoadenomata. 
The former group deals with tumors which, while 
they cause enlargement of the gland, are not usually 
considered with the condition designated as “hyper- 
trophy”. It constitutes a distinct and entirely separ- 
ate chapter in prostatitic therapy which need not be 
considered at this time. The group of benign tumors 
comprises by far the largest number of cases requir- 
ing surgical intervention and it is this group which 
we have in mind when we speak of prostatectomy 
for hypertrophied prostate. The two forms most fre- 
quently encountered are those in which the tumor con- 
sists of a few large adenomata situated within one 
or both prostatic lobes, or even involving the subtrig- 
onal structure constituting thereby the middle lobes ; 
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and those in which the tumor is due to a diffuse 
fibro-adenomatous change involving at times a part, 
but most frequently the entire gland. Of these two 
sub-groups the diffuse adenomata constitute the 
majority of cases. 

The upper two-thirds of the gland and that portion 
of the gland lying posterior to the urethra are the 
sites of predilection for adenomata of the prostate; 
only very infrequently is the lower third primarily 
invaded: As the tumor increases in size the prostatic 
tissue surrounding it becomes attenuated, until finally 
when the neoplasm has attained sufficient dimensions 
the residual glandular tissue forms only a thin shell 
closely adherent to its original fibrous capsule. This 
is explained by the fact that as the outer limits of the 
gland are practically fixed by adjacent bony struct- 
ures the prostatic tissue surrounding the tumor can- 
not keep pace with the rapidly growing neoplasm 
within it, and is consequently compressed into a thin 
shell of tissue or pseudocapsule. A section removed 
from such a capsule and subjected to microscopic 
study reveals attenuated prostatic tissue. This ex- 
plains the underlying cause of the not infrequent 
recurrences of adenomata following prostatectomy. 

In doing a prostatectomy, whether it be by the 
suprapubic or by the perineal route, the capsule of 
the gland is broken through at some point and the 
tumor is shelled out. With the extirpation of the 
growth the pressure upon the attenuated prostatic 
tissue is released, and there occurs a gradual restora- 
tion of the residual gland substance to its fullest 
size. It is only necessary to perform rectal exami- 
nations upon a number of patients recently prostatec- 
tomized, to be convinced that the prostate has not 
been removed in its entirety. It is not unusual, even 
as soon as two weeks after a prostatectomy, to feel 
a resistence in the prostatic region per rectum, that 
has the conformity of a normal gland. Inasmuch as 
the vesicles are not removed in this operation, they 
naturally lend themselves to palpation in the course 
of a thorough rectal examination if at all diseased. 

Assuming, then, that following this operation both 
seminal vesicles with their ejaculatory ducts, which 
are usually moderately or severely traumatized in 
the course of enucleation, and more or less residual 
prostatic tissue are still present, then it is obvious 
that we must look to these structures as possible 
sources of persistent post-operative pyuria. How 
frequently these become secondarily infected in the 
course of a prostatectomy I am not ready to state; 
but it is certain that in more than fifty percent of the 
cases of persistent pyuria following “prostatectomy” 
I was able to express pus either from the residual 
gland tissue or from the vesicles or from both; and 
furthermore, with the subsidence of the infection in 
these structures, the pyuria has been either greatly 
reduced or entirely eradicated. 

M. L. Boyd (Surg., Gyn., & Obstet., March, 
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1924) considers the seminal vesicles as a distinct 
and frequent focus of infection in prostatectomized 
patients. He contends that an infection in 
the appendages may be present prior to opera- 
tion though frequently overlooked, or that such 
an infection may arise as a complication 
of the prostatectomy, either as a result of trauma 
during the operation or as a result of extension from 
an infected prostatectomy wound after the enuclea- 
tion. 

It is not at all difficult to understand why infection 
secondarily involves these structures if we bear in 
mind the fact that in the majority of patients either 
pridr to the first stage or at the time of the second 
stage of the operation, the bladder is already infected. 
Given an infected bladder, or one containing infected 
urine, and produce a laceration of tissue as is done 
in the course of prostatectomy, is it not more difficult 
to comprehend why all of these cases do not become 
infected than that a certain percentage of them does? 
That the prostate and its adnexa are so susceptible to 
infectious processes, is readily seen in the large per- 
centage of specific and non specific prostatitides and 
vesicular infections observed in cases of urethritis. 
Certainly in an operation such as prostatectomy one 
can scarcely hope to avoid this type of complication. 


I believe that if prostatic test massage were insti- 
tuted early in prostatectomized patients a certain 
amount of pus would probably be demonstrated in all. 
The fact that only a small number of cases shows 
evidences of infection later is ample proof that the 
majority of them subside spontaneously. It is those 
which do not that are under discussion here. Close 
analysis of this group reveals two distinct types; 
those having pyuria as the only symptom, and those 
which in addition to pyuria, have all of the symptoms 
of cystitis. Cystoscopically we find in one group all 
the evidence of cystitis, while in the other the blad- 
der is little or not at all involved. I believe that any 
cystitis present in these cases is due to an infection 
of the prostate or of its appendages,—a true contact 
inflammation, 


Case 1. S. H., aged 53, was first seen April 16, 1919, 
complaining of difficulty of urination. Cystoscopy revealed 
a moderately trabeculated and inflamed bladder, with a 
small papillary, sessile growth between the ureteral orifices. 
The prostate was considerably enlarged, and a definite 
stricture was encountered in the membranous urethra. A 
one-stage prostatectomy was performed, two lateral fibrotic 
lobes and one small median lobe being enucleated. The 
vesical wall was thickened and the mucosa markedly in- 
flamed. The patient made an uneventful recovery and on 
March 17, 1922, reported feeling well. He urinated every 
three hours during the day and not at night. His urine, 
however, contained much pus and many motile bacilli. 
Cystoscopy, December 30, 1922, showed that while the 
ladder urine still contained pus and organisms, the kidney 
specimens were negative. Situated behind the right ureteral 
orifice and over the left half of the trigonum was a ver- 


Tucous tumefied area and there was also a distinct con-. 


tracture of the bladder neck. t 
The patient was examined again October 11, 1923. His 
general condition was fine; he had no urinary symptoms 
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other than turbid urine. Urinalysis again showed pus and 
motile bacilli. The verrucous condition seen at the previous 
cystoscopy persisted. 

On May 4, 1924, the patient was in excellent general 
health, had gained considerable weight, and had no urinary 
symptoms, but the pyuria and bacilluria were still present 
in spite of the fact that he had had bladder irrigations 
and urinary antiseptics over a long period. By rectum 
were felt a small hard prostate and enlarged seminal vesicles 
from which considerable pus was expressed. 

Comment: This case demonstrates a severe grade 
of cystitis of the base of the bladder, a prostatitis and 
vesiculitis, with pyuria and bacilluria persisting for 
several years. It indicates the fact that a severe 
grade of cystitis can exist without symptoms. 

CasE 2. S. S., aged 56, was operated upon for adenoma 
of the prostate, a suprapubic cystotomy being done June 
28, 1922, and a prostatectomy July 6, 1922, at which two 
lateral lobes, each the size of a small apricot, were enuc- 
leated. When the patient reported June 20, 1923, he felt 
well and urinated freely four or five times during the day. 
He had no nocturia or dysuria. The urine, however, was 
turbid with pus. The same condition obtained in subsequent 
examinations. May 3, 1924, about twenty-two months after 
his operation the urine still contained pus and a rectal 
examination revealed a hard prostate of normal size with 
palpable seminal vesicles harboring pus. 

Comment: This case demonstrates an asympto- 
matic pyuria due to prostatitis and seminal vesiculitis 
twenty months after prostatectomy. 

Case 3. M. L., aged 59, underwent suprapubic cystotomy 
December 26, 1923, for vesical calculi and adenoma of the 
prostate. Prostatectomy was performed January 18, 1924, 
but because of the patient’s obesity the enucleation proved 
exceedingly difficult. With the exception of a suppurative 
right epididymitis, which was incised and drained, he made 
an uneventful operative recovery and was discharged from 
the hospital, February 12, 1924. Since the operation, how- 
ever, he had had frequency, dysuria and pyuria. For six 
weeks he had bladder irrigations and urinary antiseptics 
without relief. At the end of this period the symptoms 
having failed to subside, a rectal examination was made and 
a large prostate and seminal vesicles containing much pus 
were felt. Prostatic massage was the only form of ther- 
apy that gave relief. Cystoscopy, May 12, 1924, showed 
kidney specimens both negative, a mild degree of cystitis 
and two lateral intrusions in the prostatic urethra, undoubt- 
edly recurrent adenomata. 

Comment: This case demonstrates therapidity with 
which prostatic tissue can regenerate and how sus- 
ceptible such prostatic tissue is to reformation of 
adenomata. It also emphasizes what distressing 
symptoms accompany a post-operative prostatitis 
and seminal vesiculitis. 

Case 4. J. M. T., aged 61, had a two-stage prostatectomy 
June, 1921, for benign fibro-adenomatous hypertrophy of the 
prostate. Two lateral masses, each the size of a small plum, 
and several small lobules adherent to the rectum were 
enucleated. He made a rapid, uneventful recovery from 
the operation but for a long time thereafter had mental 
depression. Although his general condition had always been 
excellent and urinary symptoms entirely absent, his urine 
on subsequent examinations had been purulent. In view 
of the persisting pyuria in spite of the usual form of 
therapy, he was subjected to a rectal examination on May 
14, 1924, almost three years after the operation, and a large 
boggy prostate with palpable seminal vesicles were found. 
Prostatic massage showed the prostatic and vesicular fluids 
to contain much pus. The kidneys were negative. 

Comment: This case also reveals an asympto- 


matic pyuria due to post-operative prostatitis and 
seminal vesiculitis three years after the operation. 
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Another cause of persistent pyuria, following 
prostatectomy, is a vesical tumor overlooked at the 
time of cystotomy. It seems strange at this time, with 
urological diagnostic technique developed to such 
a high degree, that such an oversight is possible. The 
following case illustrates how readily this condition 
may be overlooked. 

Case 5. C. T., aged 48, applied for treatment January 
28, 1924, complaining of painful and frequent urination. 
- Upon introducing the cystoscopic sheath a distinct click 
could be detected, demonstrating the presence of a calculus. 
Owing to profuse bleeding, occasioned by the introduction 
of the instrument, in spite of the fact that no difficulty was 
encountered in its passage, a clear field could not be main- 
tained long enough to observe anything more than calculi. 
A diagnosis of vesical calculi was confirmed by roentgen- 
ography. A few days later a suprapubic cystotomy was per- 
formed under gas-oxygen anesthesia, and a large round 
calculus, 1.5 inches in diameter, and a smaller one, were 
removed. The prostate, being only slightly enlarged, was 
not removed. 

Although the patient had had bladder irrigations every 
three hours while at the hospital, the pyuria persisted, with 
the recurrence of the vesical irritability a short time later. 
So marked was the pyuria that on April 24th a cystoscopy 
was again performed and a solid tumor about the size of a 
ten-cent piece, which had all of the features of a carcinoma, 
was observed on the base of the bladder. 


Comment: | feel certain that this tumor would 
have been overlooked at the first cystoscopy even if 
it had been done under favorable conditions, inas- 
much as it would have been concealed by the super- 
imposed calculi. 

Persistent pyuria due to the presence of an infect- 
ed diverticulum of the bladder is not such a rare 
phenomenon as to require much: discussion. It is 
entirely possible to overlook a diverticulum at the 
first cystoscopy should its mouth be very small and 
hidden amongst the trabecullae of a very much 
thickened bladder, as is so often seen associated 
with enlargement of the prostate gland; and espec- 
ially when routine cystograms are not made in cases 
of hypertrophy of the prostate. It is also possible 
that a diverticulum, which at the first stage of the 
operation was of no particular importance, became 
secondarily infected during or immediately after the 
extirpation of adenomatous portions of the gland. 
In view of this possibility it is advisable when look- 
ing for a focus to explain a persistent pyuria, to 
obtain a satisfactory cystogram. 

It is very difficult to catheterize ureters prior to 
operation in those cases where a large median lobe 
or where large lateral lobes intrude into the bladder 
to such an extent that the entire trigonal region is 
concealed behind them. In other cases an investiga- 
tion of the upper urinary tract is made impossible 
as a result of an almost complete occlusion of the 
prostatic urethra by the intruding tumor, so that a 
cystoscope cannot be made to pass. The existence of 
infection in one or the other kidney would constitute 
a fourth and most common cause of persistent 
pyuria. Pyelitis or pyonephrosis is much more com- 
mon in prostatics than is generally believed, so that 
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one must be exceedingly careful to rule out the upper 
urinary tract before regarding a persistent pyuria 
as of minor importance. Cystoscopy with catheter- 
ization of the ureters should be instituted in all pros- 
tatectomized patients showing persistent pus in the 
urine. 

CONCLUSIONS. 

1. The prostate gland is usually not removed in 
its entirety at prostatectomy. 

2. The residual prostatic tissue and seminal ves- 
icles frequently become infected during a prostatec- 
tomy and perpetuate a pyuria. This should make it 
imperative, in searching for a focus responsible for 
a persistent pyuria, to massage the prostatic region 
and vesicles for pus. 

3. The residual prostatic tissue is often the seat 
of recurrent tumor formation with infection. 

4. Pyuria can be due to the presence of a bladder 
tumor easily overlooked at the time of prostatectomy. 

5. Infected diverticula constitute a common cause 
of pyuria in cases of hypertrophy of the prostate. 
Cystograms should be made in all cases of persistent 
pyuria following prostatectomy. 

6. The commonest cause of pyuria in prostatec- 
tomized patients is the presence of infection in the 
upper urinary tract. This should be investigated 
with careful post-operative cystoscopic examination 
of the kidneys. 

1000 PARK AVE, 


INTRATHORACIC GOITER 
ALFRED H. NoEHREN, M.D., F.A.CS., 
BurFato, N. Y. 

Intrathoracic goiter is sufficiently common to make 
it of real importance in the diagnosis of chest con- 
ditions, especially as its presence is sometimes not 
suspected. And even if suspected, as it ought to 
be whenever there are symptoms of pressure in the 
mediastinum, it may still be difficult to differentiate 
it from other conditions in the chest. 

About 7 to 18 per cent. of all goiters are intra- 
thoracic, which means that part at least of the 
thyroid glands is in the mediastinum. In many of 
these, part of the lobe or isthmus from which the in- 
trathoracic portion springs is still in the neck. In 
some the entire lobe affected may be intrathor- 
acic, in which case no part of the thyroid gland can 
be felt on that side. 

Occasionally it may spring from an accessory thy- 
roid, due to the fact that some of the tissue of the 
thyroid, which has its origin at the foramen cecum 
and works its way down through the tongue to be- 
come anchored at the tracheal rings, may continue 
down into the superior mediastinum. This, however, 
is the exception and most intrathoracic goiters were 
originally located in the neck. 

The mechanism by which a goiter becomes intra- 
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thoracic is interesting and is easily explained on an- 
atomical and physiological grounds. The normal 
thyroid is situated in front of the trachea, with its 
lobes extending around the sides of the trachea and 
often including the esophagus. It is attached to the 
trachea and larynx by the pretracheal fascia and to 
the cricoid cartilage by fibrous bands, the suspensory 
ligaments. It is further anchored by the vessels at 
the superior and inferior poles. Naturally the ves- 
sels at the inferior poles are not a great factor in 
preventing any descent of the thyroid. We may say, 
then, that the thyroid hangs suspended by the ves- 
sels at its upper poles and by its attachments to the 
trachea, larynx, and cricoid cartilage. 


Figure 1. Vertical section of neck, 
muscles favor descent of thyroid, a. Sterno-hyoid muscle, 
thyroid muscle, c. Sternum. 

Favoring the descent of the thyroid are the force 
of gravity and the up and down movements of 
swallowing. Furthermore, any growth of a de- 
veloping goiter or tumor of the thyroid is directed 
into the mediastinum by the prethyroid muscles and 
fascia, the deepest of which the sterno-thyroids, are 
attached to the posterior edge of the upper border 
of the sternum. (Fig. 1.) The mediastinum is open 
at its upper end and offers no resistance to the en- 
tering thyroid, except by the small size of its en- 
trance, its antero-posterior diameter being only 5 
to 6 centimeters and already having many structures 
normally passing through it. But if part of the 
thyroid once gets below this aperture and then con- 
tinues to grow, the small size of this opening pre- 
vents its going back into the neck and causes it to 
grow downward into the mediastinum and pull the 
rest of the lobe down with it. 

Those’ that are small enough to pass through this 
opening from the so-called diving goiters, which may 
be intrathoracic part of the time and cervical the rest 
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of the time, often forced out of the mediastinum at 
the pleasure of the patient. They may cause sud- 
den dangerous pressure symptoms by becoming in- 
carcerated at the opening. 

Thus we see how easy it is for a goiter to be- 
come intrathoracic. As a matter of fact, most intra- 
thoracic goiters have their inception in an adenoma 
in the lower part of a lobe or in the isthmus, which 
by its weight or growth finds its way into the 
thorax. 

The symptoms of intrathoracic goiter are almost 
entirely due to pressure. When the goiter is toxic, 
the toxic are added to the pressure symptoms. 

Most important are the symptoms due to pressure 
on the trachea. The patient complains of a sense of 
pressure in the upper thorax and of dyspnea. This 
dyspnea is paroxysmal in character and the breath- 
ing is wheezy and sometimes audible for some dis- 
tance. It is often accompanied by a cough, difficult 
to control and subject to paroxysms. During such 
coughing spells, the dyspnea is much increased and 
the patient feels as though he were choking to death. 
The tracheitis that frequently develops from the irri- 
tation of the goiter causes considerable tenacious 
mucus to be secreted and this is expectorated with 
much difficulty. 

In order to relieve the pressure on the trachea 
as much as possible, the patient carries his head in 
a certain most favorable position and rigidly holds 
it there, giving the appearance of a stiff neck. 

Deviation of the trachea to one side or the other 
is almost always present, and, if the goiter is bi- 
lateral, compression and narrowing of the trachea is 
caused. This can often be felt low down in the 
neck, but is best seen in the x-ray examination, of 
which I shall speak later. 

Pressure on the esophagus causes difficulty in 
swallowing, a pretty constant symptom, especially 
if the goiter is of any size. Pressure on the re- 
current laryngeal nerves is less common and is shown 
by paralysis of one or both vocal cords, as seen by 
laryngological examination or evidenced by hoarse- 
ness. Pressure on the veins in the mediastinum 
causes distention of the veins of the neck and upper 
thorax. 

Absence of a thyroid lobe or isthmus in the neck 
is a very suggestive symptom and sometimes, by 
asking the patient.to cough or swallow, the goiter 
can be felt impinging against the finger in the 
suprasternal notch. Equally suggestive of a partially 
intrathoracic goiter is the impossibility of feeling the 
lower border of a lobe or isthmus. 

Other symptoms are dulness on percussion over 
the upper sternum and ptosis and diminished mo- 
bility of the larynx, due to the traction of the goiter. 

Roentgenological examination of the chest is of 
great help and should be made in every case. It 
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shows a shadow in the upper part of the chest, which 
must, however, be differentiated from other medi- 
astinal tumors, aneurism of the aorta, and lesions 
of the lung. 

The shadow of a goiter may be recognized by its 
location, its shape, and often by the fact that it moves 
with respiration. It is intimately connected with that 
of the trachea and is higher in the chest than that 


Figure 2. Combined cervical and intrathoracic goiter, showing 
deviation and bilateral compression of trachea. 


of an aortic aneurism, but often continuous with it. 
This shadow may be very indefinite, but the outline 
of the trachea usually shows quite clearly. It may 
deviate to one side or the other, or to both sides 
like the letter “s”, or be compressed, forming the so- 
called“sabersheath” trachea. The two accompanying 
roentgenograms show this clearly. Figue 2 was a 
case of goiter partially in the neck and partially in 
the thorax. Figure 3 was a case of entire absence 
of any thyroid in the neck or the right side, as the 
right lobe was completely intrathoracic, containing 
an adenoma the size of an orange. In the latter 
case, no goiter was visible or palpable in the neck 
and for a long time the patient had been treated for 
asthma. His condition gradually became worse, 
until finally his breathing could be heard in the ad- 
joining room and he almost choked to death during 
his frequent paroxysms of coughing. Removal of 
the intrathoracic lobe gave immediate relief, but 
it took several weeks before the tracheitis was cured. 

After removal of an intrathoracic goiter, the 
shadow may persist, because the cavity is surrounded 
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by a capsule and quickly becomes filled with fibrous 
and areolar tissue. This fact may deceive the roent- 
genologist and be very disquieting to the surgeon. 
When an intrathoracic goiter is toxic, either an 
exophthalmic goiter, or, more commonly, a toxic 
adenoma, then the well-known thyrotoxic symptoms 
are added to the symptoms already described. Chief 
among these are tachycardia, tremor, loss of weight, 


Figure 3. Complete intrathoracic goiter, showing deviation and 
unilateral compression of trachea. 


restlessness, and a high metabolic rate. When these 
symptoms occur in a patient on whom no goiter can 
be felt in the neck, the possibility of an intrathoracic 
goiter must be considered. 

The only treatment for intrathoracic goiter is 


surgical. Medical treatment with iodine is danger- 
ous, because most of these goiters are adenomatous, 
and we know that it is dangerous to give iodine in 
cases of adenoma. If they are toxic, it does not im- 
prove them, and if they are not toxic, it is very apt 
to make them so. Furthermore, the reduction in the 
size of any well-developed goiter by medical treat- 
ment is always slow and uncertain. While this might 
be waited for in a cervical goiter, it is dangerous in 
an intrathoracic goiter with pressure symptoms. 
X-ray treatment, too, is uncertain and not without 
danger. It is difficult to measure the dose, it may 
do harm to other structures and it causes adhesions 
which make subsequent operation more difficult. 
Some roentgenologists are very enthusiastic and re- 
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port cases where relief from pressure symptoms has 
peen obtained, but what guarantee is there that the 
goiter will not grow again, or that it will not become 
toxic or malignant? 

The technic of the surgical removal of an intra- 
thoracic goiter does not differ materially from that 
of a cervical goiter. In the presence of pressure 
symptoms, local is preferable to general anesthesia, 
as interference with breathing and injury to the re- 
urrent laryngeal nerve are more easily recognized 
and remedied. If the goiter is cervical and intra- 
thoracic, the cervical portion is best removed first, 
relieving some of the pressure and giving more room 
for the intrathoracic manipulation. The finger is 
then gently passed around the goiter to separate any 
pleura, recurrent nerve, or thoracic duct that may be 
attached to it. It is lifted out of the thorax by 
srasping with forceps from above, one forceps being 
placed ahead of the other, just as the fundus of the 
uterus is delivered in a vaginal hysterectomy. Oc- 
casionally it cannot all be delivered at once, because 
of too great pressure on the trachea as it comes 
through the small aperture of the chest. In that 
case, the part delivered is best quickly clamped and 
removed, after which the remainder can be de- 
livered leisurely and without difficulty. The same 
care must be used to leave behind the portion in con- 
tact with the recurrent nerve and the parathyroids 
as in any other thyroidectomy. 

The bleeding in most of these cases is not dif- 
ficult to control. The goiter is usually well encap- 
sulated, while the mediastinal cavity is lined by a 
well-defined capsule, thus requiring little tearing to 
enucleate it. All the main vessels come from the 
neck above, where they can be easily controlled. 
Sweeping the finger around the goiter must be done 
very gently, because any veins that are torn down 
in the depths are difficult to clamp. Such bleeding 
can be stopped only by packing with gauze, and 
sometimes, if the oozing is considerable, a pack must 
be left in the cavity. 

In cases of bilateral intrathoracic goiter of long 
standing, with possible softening of the tracheal 
rings from pressure, it may be advisable to remove 
only one side at a time, to prevent collapse of the 
trachea. In case collapse occurs during the opera- 
tion, the walls of the trachea must be held apart, 
either by a suture or by a fine clamp, and in ex- 
treme cases, a tracheotomy must be done. 

Before closing the wound, it is safest to place a 


- drain down into the cavity and leave it there for two 


or three days. As it is difficult to drain up-hill, in- 
fection in these intrathoracic cases is doubly danger- 
ous and perfect asepsis is necessary to prevent a pos- 
sibly fatal mediastinitis. 

After the operation, steam inhalations and cough 
sedatives are still necessary in the severe cases to 
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relieve the tracheitis and harrassing cough that may 
persist for some time after the operation. 

There are no more greatful patients than those 
relieved of distressing pressure symptoms by the 
proper surgical removal of an intrathoracic goiter. 

1196 Matn STREET. 


A METHOD OF RESTORATION OF FUNC- 
TION IN ENDOCRINE GLANDS 
CARLETON DeEpERA, A.B., M.D., M.S., 

New York 

Every practitioner of medicine is interested in 
the endocrine glands because they are always 
linked in either a vicious or a beneficent circle 
with the other protective and curative agencies 
in the body. 

The life-guard of the endocrine glands is the 
nervous system. Yet this same nervous system 
may become the enemy of the glands when it 
inhibits their normal activity. Glandular inhib- 
ition results from inadequate blood supply. The 
nervous control of glands is exerted through 
blood supply to the glands, which may be aug- 
mented by local vasodilatation or inhibited by 
local vaso-constriction. The vaso-constriction 
may be offset by drugs that increase blood-press- 
ure, or by any means throwing into the circula- 
tion a substitute for the normal secretion. 

A cause of inadequate endocrine function 
which should not be lost sight of is that due to 
impoverishment of the blood from preventable 
causes: chronic infections in the “portals of en- 
try” such as impacted third molars, chronic 
pyorrhea, devitallized teeth which are always in- 
fected to some extent; chronic tonsillitis, particu- 
larly the atrophic type without local symptoms; 
chronic alimentary infections and those of the 
genito-urinary tract. 

Where the cause of inadequate glandular 
function lies in quantitative inhibitions of blood 
supply chiefly, in contrast to qualitative defici- 
encies of blood supply it was decided to devise a 
means of removing the inhibition by surgical 
means. First, however, an investigation into the 
effects of eliminating nervous ‘control of secre- 
tion was undertaken. This began with the basic 
observation of Quimby’ that transplanted or- 
gans function without nerve supply. 

It was possible to corroborate this and even to 
go somewhat further. In a singly-nephrectomiz- 
ed dog the nerves to the remaining kidney were 
sectioned with the result, nevertheless, that renal 
function remained entirely adequate. 

In another experiment function without nerve 
control was demonstrated by transplanting the 
left kidney of a dog to the neck, where it 
functioned for at least four months even though 
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the other kidney was removed two weeks after 
the transplantation.’ 

In still another case the ovary was likewise 
transplanted from one dog to another by arterial 
and venous anastomosis, with the result that 
microscopic examination of the ovary removed 27 
days after operation showed it to be normal in 
appearance.*® 

Having thus learned from animal experimenta- 
tion that it is possible to section the nerves to 
glands without impairment of structure or loss of 
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Illustration showing a view of the field in the operation for 
restoration of glandular function, as applied to the ovary. The left 
round ligament, Fallopian tube and ovary are shown in anatomical 
position. One nerve to the ovary, supported by a probe-director is 
shown about to be sectioned. Behind this is seen the plexus of 
ovarian vessels from each of which a segment of adventitia is to be 
removed. The peritoneum behind the vessels has been reflected. 
Special adventitial tweezers are shown in insert in upper left cor- 
ner, at A. (The adventitia contains the sympathetic nerves.) 


function it was decided to apply the technic to 
human use. In order to determine the remote 
results of this method of restoration of glands, 
over five years has been allowed to elapse since 
the first case to which it was applied was report- 
ed before the Society for the Study of Internal 
Secretions.* 

Briefly, the case was that of a school teacher, 
thirty years old whose menstruation had been 
nearly entirely arrested for fifteen years with 
fulminating symptoms becoming constantly more 
aggravated to such extent that she had not 
menstruated at all the six months prior to oper- 
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ation, and suffered attacks of dyspnea, cyanosis 
and delirium. Furthermore she appeared to lack 
the attributes of natural adult female develop- 
ment. 

Operation was performed as follows :—General 
anesthesia, midline incision. Exploration show- 
ed areas of uterine hyperemia and ischemia and 
tortuous congested veins from the ovaries. The 
posterior layer of peritoneum in the broad liga- 
ment was removed sufficiently to expose the 
nerves to the ovaries which were sectioned as 
shown in the accompanying illustration... Next, 
the ovarian vessels are exposed and the adventi- 
tial coat of each was lifted by adventitial tweez- 
ers, as shown in the insert, and circumsected. 
The wound was then closed. 

Following this operation the patient menstruat- 
ed normally and regularly for four years, enjoy- 
ing the best of health and able to follow her voca- 
tion. She had one spell a little over four years, 
and another over five years after operation and 
now reports being well over five years and eight 
months following operation. It was found that 
bleeding this patient gave her temporary relief, 
and this had been resorted to many times before 
operation and on the two occasions of subse- 
quent attack. 

That the patient was well for over four years 
and then had another attack of amenorrhea, leads 
to only one conclusion and that is that the path- 
ologic condition relieved by operation has to 
some extent recurred. At any rate, the results 
should be sufficient vindication for the experi- 
mental work on which the therapy was based. 
Should it become necessary, a second operation 
could be expected to duplicate the results of the 
first. From the experimental evidence submitted, 
good results might follow from applying the . 
operation to other organs like the thyroid, 
adrenals, pancreas and possibly to the interna! 
carotids and internal maxillary arteries in some 
forms of epilepsy, possibly of angioneurotic 
origin. However, the field of the genital glands 
is inexhaustible and very important. 

This very simple operation, even simpler in 
the male, is indicated where the glands totally or 
partially to any considerable extent are inhibited, 
when this inhibition of secretory function is not 
the result of qualitative disturbances of the blood. 


SUMMARY 


An operation, supported by considerable ex- 
perimental investigation and applied to a case of 
severe long-standing amenorrhea of  ovaria. 
etiology, was followed by restoration of function 
and development of normal physique. The tech- 
nic comprises simply the cutting of the nerves to 
the defunct glands. 
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OVARIAN GRAFT. AN ANALYSIS OF 
FIFTY CASES 
G. S. Foster, M.D., 


Surgeon to the Lucy Hastings Hospital, 
Mancuester, N. H. 


Often the question is asked, if the ovary is not 
useful in its normal position and with its own at- 
tachments, how can its usefulness be augmented 
by transplanting it in another part of the body? If 
any ovary is so far pathological that it must be re- 
moved from the body of one person, how can it be 
useful when transplanted into the body of another? 

It has long been understood by the agriculturist 
that grains, vegetables, grasses or even flowers will 
not grow and reproduce as they should from seed 
planted year after year in the same area and perhaps 
after a few years will cease to produce at all. Again, 
it is known that the farmer cannot raise hay on a 
given area of land and get the best out of the crop 
unless now and then this same area of soil is turned 
and corn, potatoes, clover or other crop is raised in 
it. By this transplanting or interchange a better corn, 
potato or clover crop results and on the off years a 
much heavier hay crop. 

I have performed several ovarian graftings and 
I have sought to follow the results. 

Recently I have endeavored to get direct reports 
from a certain rumber of cases taken at random 
from the files. To accomplish this fifty cases were 
selected covering a range of from one to seven years. 
The ages of the patients were from twenty-five to 
forty years, thus well within the child-bearing period. 
To all of these patients a questionnaire was sent. 
From those returned a compilation of the answers 
was made and deductiors drawn. 

By reviewing the histories of these cases and their 
Operative notations the following facts of more or 
less importance were gleaned. 

Of these fifty cases eight had been previously op- 
erated upon for an abdominal or pelvic trouble. The 
duration of complairt bearing upon the operative 
condition was as follows: 24 hours, 1; 3 weeks, 1; 
3 months, 1; 5 months, 2; 6 months, 4; 16 months, 
2; I year, 15; 2 years, 10; 3 years, 9; 4 years, 2; 
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8 years, I; I2 years, 2. 

The chief complaints recorded were as follows: 
Pelvic pain and relaxation in vagina, 5; General ab- 
dominal pain, 25; Constipation, 2; Leucorrhea, 14; 
Metrorrhagia, 1; Pelvic pain, 8; Dysmenorrhea, 6; 
Extreme nervousness, 2; Epileptic attacks, 1; Uri- 
nary incontinence, 1; Bearing down sensation, 1; 
Menorrhagia, 2; Irregular menses, 2; Asthma fol- 
lowing previous operation, 1; Amenorrhea, 1. 

Complications existed in two of the cases. In one 
there was pulmonary tuberculosis and the patient 
was operated upon because of the existing severe 
metrorrhagia and menorrhagia; this operation was 
done only after a climatologist had carefully ex- 
amined the patiert several times and recommended 
to her family the surgical interference; this as well 
as some of the other cases, the operations were done 
under local analgesia. The other complication was 
a two months pregnancy; surgical interference was 
indicated by large extra-uterine tumors, which 
proved to be bilateral ovarian cysts; which me- 
chanically caused obstipation and severe abdominal 
pain and backache. 

In the fifty cases the operations performed were 
as follows: 


Hysterectomy 

Dilatation and curettage 

Salpingectomy, bilateral 

Salpingectomy, unilateral 

Oophorectomy, bilateral 

Oophorectomy, unilateral 

Release of adhesions only 

Colpo-perineorrhaphy 

Suspension 

Digital vaginal dilatation 

The pathological findings in each instance were as 
follows: 

Atrophied ovaries 

Occluded tubes 

Sclerotic ovaries 

Spongy uterus 

Elongated cervix 

Large boggy uterus 

Hemorrhagic endometrium 

Mucoid endometrium 

Uterus adhered to rectum 

Cystic ovaries 

Multiple adhesions 

Fibroid degeneration of uterus 

Hemorrhagic tubes 

Hemorrhagic ovaries 

Retrodisplacement 

Large ovarian cysts 

Redundant vagi~al mucosa 

Narrow vagina 

Multiple uteri 

Pyo-salpingitis 


~ 
= 


1925 
Sis 
ck 
)p- 
ral 
Ww- 
nd 
he 
he 
as 
xt, 
ti- 
Z- 
d. 
t- 
a- 
id 
at 
at 
e 
$ 
O 
1 
| 


AMERICAN 
JourNAL oF SurRGERY 


198 


Suffused pelvis I 

Pus in uterine wall I 

Thirty of these patients had borne children while 
twenty of them were nulliparous. 

In so far as the ovaries were concerned the rec- 
ords reveal the following : 

Part of one ovary left 3 cases 

Partial resection of both ovaries 2 cases 

In each of these five cases a homologous graft 
was done. In the remaining forty-five cases the 
Ovaries were entirely removed and either an 
autoge ous or homologous graft done. An auto- 
genous graft was done in twenty-eight instances 
and a homologous graft in twenty-two instances. 
In one of these cases, a person suffering from 
asthma following a hysterectomy done two years 
previously, the graft was placed in the deltoid 
muscle. This was done under local analgesia. The 
other grafts were into the abdominal wall. The graft 
was placed in the rectus abdominalis in each 
instance. 

The records show that surgical risk was good in 38, 
poor in ro and bad in 2. Eight of this series of 
cases had been operated upon previously for some 
pelvic complaint but had a return of a part of the 
previous signs and symptoms. 

Of the fifty cases herein reported the length of 
time since the operation and graft was as follows: 

7 years 
6 years 
5 years 
4 years 
3 years 
2 years 
I year 

From answers to the questionnaires the follow- 
ing facts were gleaned: 

So-called “hot flashes,” had occurred in thirteen 
out of fifteen cases reporting on this fact. Regard- 
ing these hot flashes the length of time the spells 
lasted were reported as follows. 

Lasting one to ten minutes in nine cases. 

Only a few seconds in two cases. 

Still persisted in four cases. 

In the first nine cases lastirg from one to ten 
minutes they all reported cessation of this phe- 
nomenon after one year. Of these fifteen replies 
ten had menstruated since the operation and five had 
not. Of the ten that had menstruated six had been 
regular and four irregular. 

Of the women who menstruated after operation 
two reported menstruating three years, then the 
climacteric occurred. In all of these cases where im- 
mediate or later menopause occurred the average 
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length of time had been between two and three 
years. In the cases where the climacteric had not 
been precipitated but menstruation had continued 
post-operatively for two or three years no “hot 
flashes,” were reported. 

The following complaints existed at the time the 
questionnaire was answered: 

Leucorrhea 

Headache 

Pain in right lower abdomen 

Shortness of breath when climbing stairs 

Backache 

Nervousness 

complaints 
SUMMARY 

1. In the five cases where a part of one or both 
ovaries was left the homologous graft was done 
because the functioning ability of the parts left was 
doubtful. 

2. The pathological findings at the time of opera- 
tion and the operative procedures were varied 
enough to make the research more or less interesting. 

3. The ratio of multipara and nullipara was three 
to two, warranting the statement that it would seem 
that pregnancy had very little if any bearing upon 
the activity of the internal secretion of the ovaries 
or marked influence upon the physiology on meno- 
pause. 

4. What influence an ovarian graft may have 
upon the body economy does not seem altered in any 
way by the influence of part of an ovary left in the 
abdomen. 

5. An ovarian graft will thrive in almost any 
part of the body providing it has proper blood 
supply. 

6. It would seem from the reports on_ this 
series of cases that ovarian grafts will not prevent 
the so-called “hot flashes” of the menopause. How- 
ever, the statement that a graft will materially lessen 
the severity and frequency of these uncomfortable 
attacks seems justified. 

7, An ovarian graft does, emphatically, exert 
its influence in maintaining menstruation for a con- 
siderable time thus allowing the climacteric to estab- 
lish itself gradually over a period of variable length. 
This is probably one of its most pronounced helps. 

8. Aside from the “hot flashes,” which are not 
prevented, the numerous other nervous phenomena 
including mental derangements are probably averted 
by the graft. 

9, The reasons given in 7 and 8 seem to justify 
the performance of an ovarian graft of one type oF 
another in the average case. 

967 STREET 
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THE REPORTED BRITISH CANCER 
DISCOVERY. 


Although, at this writing, it is only through the 
newspapers that we have received accounts of the 
reported discovery by the English investigators, Gye 
and Barnard, of the cause of experimental cancer, 
these accounts have come from such a source—the 
British Medical Research Council—and in such a 
restrained and dignified manner, that they must com- 
mand respectful attention. Gye and Barnard appear 
to have been carrying on from the familiar chicken 
sarcoma work of Peyton Roue at the Rockefeller In- 
stitute in New York; and they are reported to have 
discovered in extracts from experimental animal 
tumors an ultramicroscopic organism as an essential 
etiologic agent. This organism was made visible by 
the employment of ultraviolet rays. They seem to 
use the terms carcinoma and sarcoma more or less 
interchangeably, which suggests that, if their ob- 
servations are correct, carcinoma, sarcoma and prob- 
ably the other forms of malignant tumor, have a close 
etiologic relationship. 

There are several good reasons for believing that 
a cancer and other newgrowths are infectious in 
origin. There are many reasons—also very good— 
for believing that they are not. There are important 
differences in the behavior of experimental tumors 
in chicken and mice from that of cancer in humans, 
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which is apparently, not inoculable. Moreover, it 
may prove that Gye and Barnard have been in error 
in some of their observations or in their deductions 
therefrom. It is equally likely, however, that they 
have materially advanced our knowledge of experi- 
mental newgrowths and our methods of research. 
Every substantial advance is a step nearer the solu- 
tion of the baffling of the pathogenesis of cancer; 
and who can doubt that when that pathogenesis is 
definitely established, a specific therapy will soon 
thereafter follow! This, too, will probably come 
from pure laboratory research. At any rate, every 
empiric effort has thus far been a failure. Both sur- 
gery and radiotherapy fall lamentably short of satis- 
factory results. Early operation or-sometimes- 
radiotherapy are all we can offer as a means of pro- 
longing life and, sometimes, of effecting a cure. We 
would not for a moment, therefore, belittle prompt 
recourse of radical surgery or the propaganda for 
periodic examinations. It must be frankly admitted, 
however, that by the time an osteogenic sarcoma or 
a deep-seated carcinoma (as of prostate, esophagus, 
stomach, pancreas, bile tract or rectum) is discover- 
able by physical examination or symtomatically, the 
chance of cure by surgery is small indeed. 


THE PATHOLOGY OF GALL STONES 


Infection and stasis have been regarded as essen- 
tials in the formation of gall stones. Francais 
Galippe was the first to enunciate the doctrine 
that without infection gall stones could not be 
formed. Several years later Naunyn formulated 
the system which has with some modifications domi- 
nated medical thinking on the formation of gall 
stones. Lange believed that the pigment stones are 
of non-infectious and the cholesterin stones are of 
infectious origin. Aschoff and his school believe just 
the opposite. Neither of those authors has been 
consistently able to form gall stones artificially nor 
has either been able to demonstrate in more than a 
small percentage of their cases an infection of either 
the bile or the stone itself. On the basis of stasis 


‘in the gall-bladder, this organ must be looked upon 


as the original site of formation of gall-stones. If 
this be the case, then neither of these theories can 
adequately explain the formation of intrahepatic 
stones without the presence of severe cholangitic 
symptoms. 

From a wide operative experience ard careful 
laboratory examinations, Rovsing, the noted Danish 
surgeon, has for many years contended that neither 
infection nor stasis is a sine qua non of gall stone 
formation. He has maintained that the primary 
source of gall stones is to be sought in a temporary 
liver upset which results in a precipitation of bile 
pigment. These pigment deposits, which form the 
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center of almost all gall stones act as foreign body 
nuclei about which the various constituents of the 
bile are deposited just as happens in the formation 
of vesical calculi. They are formed in the liver and 
are excreted through the bile. Those that are caught 
in the gall bladder grow by accretion to the shape 
and size of the characteristic gall stone.* 

On the basis of his theory, Rovsing advocates 
nothing more radical in the treatment of chronic 
cholecystitis with cholelithiasis than cholecystostomy 
with drainage. To do more, he holds, is to subject 
the patient to greater operative risk without any 
greater assurance of freedom from subsequent gall 
stone formation. On the basis of the older theories, 
cholecystectomy as removing the source of the 
trouble is the procedure of choice. Whichever of 
these theories be correct, the problem, admittedly an 
interesting one, has been reopened with a new point 
of view. While Rovsing’s theory appears plausible 
and may even be correct, it does not seem logical to 
deduce that because some 500 patients treated on that 
basis have done well the theory is thereby established. 
The truth or falsity of either of these theories may 
in the course of time be definitely determined. But 
as for the therapeutic deductions to be drawn, it 
would appear as if the experience of a great rumber 
of surgeons throughout the world have granted the 
palm to cholecystectomy as against cholecystostomy. 

Even if the gall-bladder stone has developed from 
a pigment nucleus swept down from the liver, is it 
not desirable to remove the sack in which such stone 
growth may again take place, especially when, as it is 
often the case, that sack is diseased ? 


ALBERT JOHN OCHSNER 
America has lost one of its distinguished surgeons 
in the death last month of Dr. Albert John Ochsner 
of Chicago, at the age of sixty-seven. Although his 
treatment of delavec cases of appendicitis attracted 
most attention and. discussion, Ochsner made many 
other contributions to surgery, in articles and in 
books. His clinics at the Augustana and St. Mary 
Hospitals, where he was chief surgeon, were well 
attended ; and his expositions were earnest and stim- 
ulating. He was a hard worker in the cause of sur- 
gical standards and gave unstintingly of his time as 
a regent of the American College of Surgeons, of 
which body he was treasurer from its organization 
until 1923, when he became president, preceding in 
that office the present incumbent, Dr. Charles H. 
Mayo. 
~*Pathogénie des Calculs Biliaires et Indications Opér- 
atoires. D’Aprés des Recherches Expérimentales et 
des Observation cliniques. Par Rovsine, 
Professeur de clinique chirurgicale 4 l'Université de 
Copenhague; Membre de la Société nationale de chir- 
urgie de Paris; Doctor chirurgiae honoris c. universitat. 


Groninganea; etc. Octavo; 125 pages; illustrated. 
Paris: MASSON ET CIE, 1925. 
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Progress in Surgery 


Selections from Recent Literature 


The Radium Treatment of Vascular Nevi.CHARLES Mat- 
LoRY WILLIAMS and EucEeNE F. Traus,. New York. 
Archives of Pediatrics, June, 1925. , 

The authors adopt the following classification: 

1. Flat, superficial vascular nevi, level with the skin— 
which can be made to disappear om pressure. 

(a) Dark purple or “port wine” mark. 

(b) Very light pink or “blush-like” mark, most fre- 
quently observed on the nap of the neck (where it 
should never be treated). 

(c) Nevus araneus or spider nevus. 

II. Flat, deeply infiltrating vascular nevi, level with 
the skin, that usually cannot be made to disappear on 
pressure. 

III. Raised, soft vascular nevi. These tumors are 
the “cavernous angiomata” and are sometimes pulsatile 
and erectile. 

(a) Those covered with normal or white. skin 
through which the purplish color of the tumor 
is visible to a greater or less extent. 

(b) Lesions deep purple in color, with either a 
smooth or papillomatous surface. 

(c) The fiery red, strawberry colored mark. 

IV. Deep subcutaneous and submucous angiomatous 
tumors. 

They conclude: 

1. Radium is the best single agent in the treatment 
of vascular nevi. 

2. Those lesions not suitable for radium in Types I 
and II are best treated with either Kromayer light under 
pressure or actual cautery point. In Types III and IV 
either cautery or surgical excision offers the best alter- 
native. 

3. Except as specified, an erythema should never be 
produced with radium if the best cosmetic effect possible 
is to be secured. 

4. Radium, though time consuming and expensive— 
its chief disadvantages—may be employed before surgery 
be deemed advisable. It is possible to apply it in loca- 
tions, as for example, eyelid, lip, etc., where other meth- 
ods are contraindicated. 

5. Bleeding is not a contraindication to radium, in fact 
it may be promptly checked and the healing of ulcers 
(not infected) may be promoted. : 

6. Adults respond poorly to radiation, comparatively 
speaking—lesions which in infancy would have rapidly 
melted away require tremendous dosage before being 
favorably influenced. 


On the Systemic or Cardiovascular Effects of Arter- 
iovenous Fistulae. RupotpH Matas, New Orleans, 
La. International Clinics, Vol. II, June, 1925. 

In 31 surgical arteriovenous aneurisms, exclusive of 9 
intracranial (pulsating ophthalmos), recognizable cardio- 
vascular disturbances, signs and symptoms of greater 
or less importance were noted in 22. These systemic or 
cardiovascular disturbances apparently caused little or 
no disabilities in some (9 cases); partial but marked dis- 
abilities in the majority (15 cases), and total and fatal 
effects in others (3 cases). The variations in the degree 
and intensity of these systemic effects are, in general 
terms, dependent upon: (a) The size of the arteriovenous 
fistula; (b) the volume and force of the arterial stream 
that is short-circuited into the communicating vein; (c) 
the caliber of the vessels involved; (d) the proximity of 
the fistula to the heart; (e) the duration of the fistula: 
(f) the age of the patient; (g) the coexistence of ante- 
cedent cardiovascular disease. : 

The cardiovascular effects of arteriovenous aneurisms 
are chiefly and primarily manifested in the enlargement 
of the heart, in functional abnormalities of its rate, 1 
the presence of cardiac murmurs and in marked altera- 
tions in the systolic and diastolic blood-pressure, which 
are followed later by the graver manifestations of car- 
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diac insufficiency and myocardial changes. The general 
circulatory disturbances brought about by arteriovenous 
fistulae are closely related, clinically, to those of aortic 
regurgitation. Free and well-established arteriovenous 
communications in the large surgical vessels necessarily 
cause cardiovascular disturbances in the general circula- 
tion, which, can be readily demonstrated in practically all 
the cases regardless of the subjective or symptomatic 
effects. 

In eliciting the cardiovascular signs of arteriovenous 
aneurisms the brady-cardiac reaction caused by com- 
pression and temporary suppression of the fistula in the 
accessible bloodvessels—the surgeon has a means of 
demonstrating these effects and appraising their influence 
on the heart and circulation. 

With the help of the radiologic, cardiologic and phy- 
sivlogic laboratories, definite information can be obtained 
that will furnish indications for or against operation in a 
way far more certain and precise than that which has 
been available up to the recent past: 


B'ood Transfusion: Its Dang:rs and Limited Vaiu:. 
J. F. Batpwin, Columbus, O. The American Journal 
of she Medical Sciences, July, 1925. 

Baldwin calls attention to some of the dangers of blood 
transfusions and he states that patients with pronounced 
hemaglobinemia (even below 20%) will withstand extensive 
abdominal and pelvic operations without blood transfusion, 
and he quotes Cullen in support of his experience. 

He concludes : 

1. Transfusion is a procedure by no means free of 
dangers, some of which are absolutely unavoidable. 

2. It is of no value in acute sepsis, but its use in that 
condition is particularly dangerous. 

3. In chronic sepsis its value is only improving the anemia 
when that has reached a more or less dangerous point. 

4. It is of no use in burns except in chronic stages when 
the main condition is that of anemia. 

_ 5. It is of no ultimate value in pernicious anemia, but 
its use is attended with more or less hazard, so that it is 
questionable if the end results are of any real benefit. 

Its chief value is in conditions of. profound shock or 
acute anemia from hemorrhage, as in postpartum hemorrh- 
age, ruptured ectopic pregnancy and so forth. Particularly 
is it of value when given immediately preceding or follow- 
ing some operative procedure in which acute hemorrhage 
forms an important factor. 

7. It seems to have little or no value in shock unless that 

shock is the result of acute hemorrhage. % 
_ 8 Its very great value in hemorrhages seen occasionally 
in new-born infants has apparently been conclusively estab- 
lished. It seems to be in such conditions unnecessary to 
type the mother’s blood, which can be taken at once and 
the injection of a small amount into the vein of the infant, 
or preferably perhaps into the superior longitudinal sinus, 
may prove a life-saving procedure. 


Hypertonic Solutions, With Particular Reference to 
Magnesium Sulphate and Its Value in Certain Types 
of Brain Injury. CHartes E. Dowman, Atlanta, Ga. 
Southern Medical Journal, May, 1925. . 

A large percentage of head injuries present definite 
evidence of brain injury, but do not exhibit the classic 
findings of acutely increasing intracranial pressure. Such 
Cases are of the type which experience has shown are 
liable to develop gradually increased intracranial press- 
ure due to fluid accumulation. 

When it is possible for the patient to swallow, one- 
half ounce of saturated solution of magnesium sulphate 
is given by mouth every two hours for the first 24 to 
48 hours. Thereafter, the time of administration is 
lengthened to every three hours for a day or two and 
then gradually decreased according to the condition of 
the patient. After seven to ten days the drug is usually 
withdrawn entirely. No plain water is allowed, but the 
Patient is given a sufficient amount of fluids in the forms 
of lemonades, broths, etc. It is interesting to note that 
Patients so treated are very rarely excessively purged. 

ne or two watery stools daily is the rule. If water is 
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freely allowed with the magnesium sulphate excessive 
purgation results. 

In order to determine the depleting effect of mag- 
nesium sulphate when so administered by mouth, the 
spinal fluid pressure was determined in a series of cases, 
but no fluid was allowed to escape. Twelve hours after 
the medication had been started a second pressure read- 
ing was made. Almost invariably the pressure had drop- 
ped below normal. It was a common experience to ob- 
tain a spinal fluid pressure of 30 millimeters of mercury 
when the patient was admitted and have the pressure 
drop to 3-4 millimeters within twelve hours atter the 
magnesium sulphate treatment had been begun. Mag- 
nesium sulphate does not cause a rapid depletion when 
administered by mouth. 

For rapid depletion sodium chlorid is the drug of 
choice, provided the subsequent edema which may resuit 
will not cause a condition more serious than that whicn 
existed before the drug was used. Magnesium sulphate 
is much slower in its action than sodium cniorid, but 
its effect is more prolonged and much sater. 

If the patient is unable to take or to retain the mag- 
nesium sulphate by mouth, it may be given by rectum in 
doses ot turee vuuces in six Ounces OF water 
every twelve or twenty-four hours. When magnesium 
sulphate can not be satisfactorily administered either by 
mouth or by rectum, it may be given intravenously. 

When magnesium suipnate can not be satistactorily 
administered either by mouth or by rectum, it may be 
given intravenously. 

Dowman gave a series of brain injury cases 10 c.c. of a 
10% solution of magnesium sulphate intravenously every 
four hours for six or eight doses, after which the drug 
was given by mouth. All of these cases progressed sat- 
isfactorily and gave no evidence. whatsoever of magnes- 
ium sulphate poisoning. 


Evil Results of Indiscriminate Removal of Tonsils in 
ults. L. J. Moorman, Oklahoma City, Okla. 
Southern Medical Journal, May, 1925. 

Moorman concludes: 

(1) Tonsillectomy should be considered a major opera- 
tion requiring months for complete convalescence, and 
should be employed only when indications are fairly 
clear and of sufficient significance to justity such a pro- 
cedure. 

(2) Since the local appearance of the tonsils and the 
bacteriological studies betore and after removal have 
failed to aid materially in the establishment of accepted 
indications and contra-indications for removal, it seems 
advisable to have a concerted etfort on the part of nose 
and throat specialists and internists tor a more detailed 
and intensive clinical study of all cases including a close 
“follow-up” with the hope of developing some uniform 
standards by which we may be guided. 

(3) It is generally understood that any operation of 
consequence especially where a general anesthetic is con- 
templated, should be preceded by a thorough physical 
examination. This applies especially if tonsillectomy is 
being considered because of some systemic condition or 
symptom. 

(4) Since the toxemia of incipient or chronic pulmon- 
ary tuberculosis with the accompanying throat irritation 
often prompts the unsuspecting victim to consult a 
throat specialist and since the operation in such a case 
involves more risk than in almost any other condition 
giving rise to symptoms of toxemia, all cases presenting 
such symptoms should be kept under observation until 
a diagnosis is made regardless of the condition of the 
tonsils. Where doubt still exists, after such study, the 
best available diagnostic talent should be called in con- 
sultation. 


Combined Tonsil and Nasal Submucous_ Resection 
Operation. J. Brown Farrior, Tampa, Fla. South- 
ern Medical Journal, July, 1925. 

From his experience, Farrior sees no objection to com- 
bination of these two operations. Certainly shock is not 
a consideration and the extent of trauma is small com- 
pared with that of innumerable lengthy operations in 
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general surgery requiring ether. In the hands of the 
average nose and throat man, time in these operations 
singly is a minor consideration. The time required 
should be no more than thirty to forty-five minutes for 
the two operations. 


Post-operative Parotitis. (Uber Post-operative parotitis). 
F. W.Kagss, Diisseldorf. Archives fiir klinische Chir- 
urgie, June 4, 1925. 

The author is of the opinion that all forms of post-opera- 
tive parotitis are stomatogenous. Hypofunctioning of the 
parotid gland occasioned first by pre-operative withdrawal of 
food and second by the narcosis is looked upon as of the 
greatest etiologic moment. Under normal conditions, the 
secretion of the saliva by the parotid is sufficient to prevent 
an ascending infection. Therefore in outlining the therapy 
to be instituted, the author suggests adequate mouth care, 
the giving of food as long as possible up to the time of 
operation, the giving of sufficient fluids and the avoidance 
of any trauma to the parotid during the operation. Once 
the infection has developed, it is necessary to incise im- 
mediately a severe gangrenous process. In the less acute 
inflammations application of heat, the reestablishing of the 
function of the parotid activity and the use of roentgen 
ray therapy are advocated. 


Goiter in Children. A. S. Jackson, Madison, Wis. Ar- 
chives of Pediatrics, June, 1925. 

The goiter question is now of national concern to the 
profession as well as to the laity. 

Iodine deficiency is generally accepted as the cause of 
simple or colloid goiter in children. Excessive physical 
and mental fatigue are also factors in the etiology of 
— goiter, as they add an extra load to the thyroid 
gland. ‘ 

Goiter in children may be classified under three head- 
ings: colloid, adenomatous, and exophthalmic. The ade- 
nomatous type is subdivided into three types: nontoxic, 
toxic, and iodine hyperthyroidism. 

Colloid and adenomatous goiters are the result of a 
compensatory hypertrophy on the part of the thyroid 
gland to supply the deficiency of thyroxin. 

Although colloid goiters apparently cause no symp- 
toms, the disturbance in the thyroid gland may result in 
a general impairment of the vitality of the body. 

Adenomatous goiters rarely become toxic in children 
unless by the injudicious use of iodine. 

Exophthalmic gviter rarely occurs in children under 10 
years of age but is observed more frequently in persons 
between 20 and 40. 

Nine cases of exophthalmic goiter in children, all but 
one of whom received treatment with iodine, were suc- 
cessfully operated on in this series. . 

All children living in the goiter area should receive 
prophylactic treatment with iodine which should be start- 
ed at the age of 10. If small adenomas are present, 
treatment may be continued until the age of 21, provid- 
ed small doses are given with care. 


A Comparison of the Results of Surgical and Roent- 
genray Treatment of Exophthalmic Goiter. ARTHUR 

C. Curistiz, Washington, D. C. Radiology, June, 1925. 
Surgery effects a cure in approximately 60% of the 
cases operated upon and brings about marked improve- 


ment in an additional 15%. There is a certain unknown 
percentage inoperable and an operative mortality of 1.5% 
to 4%. These appear to be the facts based upon a large 
number of cases operated upon. 

The roentgen ray effects a cure in a considerable per- 
centage of cases, but just what percentage is still un- 
known. That the percentage is in all probability as high 
as that of surgical treatment is the opinion of roent- 
genologists who have treated a large number of cases. 
This opinion is based upon the uniformity and regularity 
with which improvement takes place, as well as upon a 
considerable number of cures already reported by many 
different men. The roentgen ray has the additional ad- 
vantage of being available in inoperable and pwost-opera- 
tive cases. It must be admitted that roentgenologists 
cannot yet offer convincing statistical proof but there is 
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sufficient evidence at hand to fully warrant continued use 
of the method. It should be used not- only in inoperable 
and post-operative cases but should be given a thorough 
trial in all cases, and;that only those cases should be 
operated upon that fail to respond to roentgen treat- 
ment. 


The Surgical Aspect of Thyrotoxicosis. E. P. Ricwarp- 
son, Boston. Radiology, June, 1925. 

At the Massachusetts General Hospital, after a trial 
of both roentgen ray and surgery over a period of five 
years, during which results were observed by a balanced 
committee representing the roentgenray, medical and 
surgical departments, the majority of cases are now 
treated by rest in bed during a period of from eight days 
to two weeks, during which time the patients ordinarily 
receive fifteen minims of Lugol’s solution daily, followed 
by subtotal thyroidectomy in one or occasionally in two 
stages. This program has been adopted, not because 
surgery is an ideal treatment of exophthalmic goiter, or 
because irradiation with the roentgen ray is without 
effect, but because on the whole the patient’s interests 
appear to be best served by the greater certainty and 
rapidity of the results thus obtained. 


Thyroid Disease. Epwarp L. JENKINSON, 
Radiology, June, 1925. 

About 80% wf exophthalmic goiters will respond to 
w-ray therapy. 

The metabolic determination is the most important 
guide and is indispensable in the successful treatment 
of exophthalmic goiters. 

It is impossible to treat thyroid disease in a routine 
manner. Each case should be treated as a separate and 
distinct entity. 

Patients should be followed by occasional metabolic 
determination for a number of years following treatment. 
It is also important that these patients keep in close 
contact with their physicians. 

A large percentage of cures reported by the surgeons 
are due to the fact that the surgeons lose contact with 
their patients. It is true that when the patient leaves the 
hospital, following the operation, she is undoubtedly im- 
proved, but later on the symptoms return, the gland 
becomes activated, and the patient returns to the family 
physician with her future complaints. 


Some Problems of Thyroid Disease. Ropert McCarri- 
son, England. The British Medical Journal, June 13, 
1925. 

In this lecture McCarrison indicates the broad lines 

on which we must view diseases of the thyroid gland. It 
is, he believes, rare that any metabolic disorder such as 
goiter is due to a single cause. There is, as a rule, a 
multiplicity of factors involved. The thyroid gland can- 
not be considered apart from the rest of the body, nor 
iodine apart from wother food constituents. The time 
has come when we must search more closely for causes 
of the thyroid gland’s disorders in disturbances at the 
threshold of absorption in the intestine, in disturbances 
at the threshold of utilization in the tissues, and in dis- 
turbances in the cell and tissue plasma of the gland 
itself: 


The Simulation of Acute Respiratory Diseases by Sec- 
ondary Lung Tumors. Lioyp F. Craver, New York. 
The American Journal of the Medical Sciences, June, 
1925. 

There is a group of cases in which the onset and 
course of a pulmonary metastasis is stormy, so muc 
so that, depending upon the symptom complex, a 
diagnosis of lobar or bronchopneumonia, acute pleurisy, 
empyema, tuberculous phthisis or acute military tuber- 
culosis may be erroneously made. Acute miliary car- 
cinosis or generalized pulmonary cancerous lymphangitis 
of the lungs in young subjects suffering from gastric 
carcinoma which may give no stomach symptoms has 
been described. Although the simulation of acute 
respiratory diseases by secondary lung tumors has been 
described by several writers, its description has. found 
its way into comparatively few text-books, and it does 
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not seem that the profession at large is sufficiently on 
its guard against this infrequent yet important source 
of diagnostic and prognostic error. The diagnosis is, 
of course, much more difficult when the primary tumor 
is concealed, but if the possibility were always kept in 
mind that any case with acute respiratory symptoms 
may be suffering from pulmonary metastases of some 
malignant tumor (or, for that matter, a primary lung 
tumor), the chances of error would be much less. 


Is Disease of the Gall Bladder a Cause of Diabetes 
Mellitus? S. Franxiin Apams, Rochester, Minn. 
Surgery, Gynecology. and Obstetrics, July, 1925. _ 

Disease of the gall bladder is a doubtful factor in the 
causation of diabetes mellitus. With associated obesity 
or arteriosclerosis, or both, it may play a part. 

Statistical evidence does not support the view that 
the removal of a diseased gall bladder will favorably 
influence co-existing diabetes. 


The Duodenal Muscle Syndrome. (Das duodenale Mus- 
kelsyndrom). HeovoR Barsony and HortosAcy1, 
Budapest. Weiner klinische Wochenschrift, June 18, 
1925. 

The ie show by animal experimentation that the 
characteristic spastic contracture of the duodenum above 
the site of a duodenal ulcer, and the characteristic dilata- 
tion of the gut below this site are to be explained on the 
basis of Bayliss and Starling’s Law of the Intestines. This 
condition of the gut which evidences itself roentgenologically 
as a rapid filling of the bulb, depends solely on the intrinsic 
innervation of the intestinal musculature, as could be 
demonstrated by kymographic tracings of the stomach after 
section of the vagus. 

Appendectomy. A Study in Technic. CC. A. Roenber, 
Omaha. Archives of Surgery, July, 1925. 

The object of this paper is to discuss: (1) an intra- 
peritoneal observation of the ileocecal segment in 105 
patients from whom the appendix had previously been 
removed; (2) two avoidable sources of adhesions, and 
(3) a series of 200 bacteriologic experiments that prove 
the frequency of two previously unrecognized, or unap- 
preciated, sources of infection during the operation of 
removing the chronically diseased appendix. 

Pathologic adhesions follow nearly every appendicec- 
tomy (85%) and result from trauma, infection and im- 
proper peritoneal coating. These are errors in technic 
and should be looked on as avoidable. Pathologic ad- 
hesions are undesirable and should not be looked on with 
indifference. They are the cause of local pain and tend- 
erness, postoperative constipation and operable or fatal 
intestinal obstructions. 

Owing to its greater size, the uncovered mesenteric 
stump, if not retracting behind the cecum, is as fre- 
quent a source of adhesions as the uncovered sterilized 
appendix stump. Covering the mesenteric stump is a 
step in technic worthy of consideration. 

The crushing forceps, particularly of the angiotribe 
type, frequently leaves an infected crushed groove. This 
should be taken into consideration during a ligation of 
the crushed appendix owing to contamination of the lig- 
ature. The crushing forceps can always be dispensed 
with because a silk or catgut ligature sets firmly enough 
in the uncrushed appendix stump to accomplish its pur- 
pose. 

The mucosa in the stump of the appendix can be 
entirely sterilized by a proper application of pure phenol. 
If properly used, it is as germicidal as the cautery and 
always available. If the appendix stump is not to be 
inverted, it can generally be so replaced into the peri- 
toneal cavity that, if adhesions do form, only the poster- 
ior lateral peritoneum will be attached. The uninverted 
sterile appendix stump quite likely will not be the great- 
est source of adhesions if trauma and infection and a 
neglected meso-appendix stump accompany the technic. 

The inverting suture is ideal if penetration of the cecal 
mucosa can be prevented. -When this suture becomes 
Most difficult to apply, it should always be dispensed 
with, providing the stump of the appendix can be ster- 
ilized. In applying the inverting suture, it must be kept 
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in mind that it is being passed through the thinnest por- 
tion of the gastro-intestinal tract and becomes very tre- 
quently contaminated. When a patient exhibits post- 
operative adhesions or infection, including tetanus, the 
inverting suture as an etiologic factor must always be 
kept in mind. 


Solid Tumors of the Appendix. (Les Tumeurs Solides 
de VAppendice). M. L. Litorat, Lyons. Révue de 
Chirurgie, No. 4, 1925. 

Tumors of the appendix are rare. The benign forms 
are lipomata, adenomata, fybromyomata and endometrio- 
mata. Of the malignant forms sarcomata and true 
epitheliomata are rare. The adenocarcinomata are much 
more ‘frequent and present themselves under a variety of 
pathological forms and clinical symptomatologies which 
are described at length in the paper. In the benign 
forms simple appendicectomy is all that is indicated, 
while in the malignant types of tumors situated most 
frequently in the-region of valve of Gerlach, it is neces- 
sary to resect the ileo-cecal junction as for tumors of the 
cecum, 

Hernia through the Pouch of Douglas. (Zur Kasuistik 
der Douglas-Hernien). J. Fasricrus, Vienna. Wiener 
klinische Wochenschrift, June 6, 1925. 

Fabricius reports three of his own cases of hernia through 
the pouch of Douglas. These gave the symptoms of a 
mass in the region of the perineum which could be reduced | 
manually but which recurred on coughing. They were all 
cured by the vaginal route. The sac was dissected out and 
ligated high up and the operation completed by a repair of 
the anterior and posterior vaginal walls. The repair of the 
general hiatus in the pelvic floor must be particularly care- 
fully accomplished by an apposition and suture of the levator 
ani muscles. 


Bilateral Heminephrectomy in Bilateral Double Kidney. 
N. EISENDRATH and Frank M. Chi- 
cago. The Journal of Urology, May, 1925. 

This is the first reported case of resection of both 
lower portions (heminephrectomy) of double kidneys on 
both sides of the body. The diagnosis was made by find- 
ing two ureteral orifices on each side of the bladder and 
confirmed by the use of opaque catheters and pye- 
lography. A preoperative diagnosis was made of left 
sided infected calculous hydronephrosis and of right 
sided noncalculous infected hydronephrosis (in both in- 
stances) of the lower portions of double kidneys. One, 
set of blood vessels supplied both portions on both sides. 
Heminephrectomy was performed at intervals of two 
months with uneventful recovery. 


Radiographic Evidence of the Association of Ureteral 
Stricture and Urinary Calculi, Guy L. Hunner, 
Baltimore, Md. The Journal of Urology, May, 1925. 

Hunner asserts that: 

The presence of a calculus in the kidney or ureter is 
presumptive evidence of a coexistent ureteral stricture. 

Ureteral stricture is probably of blood-borne origin; 
hence, as one would anticipate under such circumstances, 
we find that it is practically always bilateral. 

The symptoms and many of the pathological changes 
which we formerly ascribed to the presence of a stone 
are probably more often the result of stasis due to the 
stricture. 


Cysts of the Prostate and Urethra. Mirey B. Wesson, 

San Francisco. The Journal of Urology, June, 1925. 

Wesson summarizes thus: 

1. Cysts of the urethra and prostate are not as uncom- 
mon as the paucity of reports in text books would indi- 
cate, 55 having been collected from the literature. 

2. The inflammatory excrescences and lymphocystic 
lesions of the vesical orifice are often mistaken for cysts 
and polyps. 

3. Cysts at the vesical orifice that have thick walls are 
wniformly confused with an Albarran’s lobe. 

The symptoms of cysts of the prostate vary from 
none to a definite interference with the act of micturition, 
depending upon the size and location of the tumor. 

5. Retention in a man less than fifty years of age, 
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that is of sudden onset and is relieved by the passage of layers. Two prevent post-operative ileus due to adhesions 


a sound or catheter is indicative of a cyst. 

6. The appearance of a few drops of yellow mucoid 
substance preceding the appearance of the urine, in a 
baby boy that voids first on the second or third day is 
pathognomonic of a ruptured cyst of the utricle. 

7. The cysts located at the vesical orifice undoubtedly 
arise from the subtrigonal glands, 

8. Cysts appear translucent through a cystoscope if 
the light is behind the tumor. 

9. Prostatic and urethral cysts occur in both sexes, as 
the homologue of the prostate in the female is the ure- 
thral glands and Skene’s ducts. , 

10. The sessile cysts are cured by rupturing the sac 
and destroying their base. -This is accomplished by sys- 
toscopy or cystotomy—suprapubic or perineal. 

11. Cysts and other developmental abnormalities of 
the utricle are not uncommon, 

‘12. Small cysts of the urethra and verumontanum give 
the symptoms of a posterior urethritis. 

13. The treatment of choice is by fulguration, or use 
of Nitze cautery, as the cure can be effected at one office 
visit and without the use of even a local anesthetic. 

14. Four new cases of cysts of the prostate are 
reported: 

a. A cyst of the vesical orifice in a man with re- 
tention. 

b. A cyst of the vesical orifice in a woman with in- 
continence. 

c. A broad based cyst of the vesical orifice causing 
difficulty in emptying the biadder. 

d. A cyst in the lateral lobe of a prostate causing no 
symptoms. 

15. Twenty-nine cysts of the prostate are reported 
from the literature. ~ 


Intravenous Mercurochrome in the Treatment of Uro- 
logical Infections. HucH H. Youns, Baltimore. The 
Journal of Urology, June, 1925. 

There were many failures in the 76 cases recorded here 
in which mercurochrome was used and in others only 
slight improvement, particularly in the acute simple 
gonorrheas. Nevertheless in Young’s opinion, the good 
results obtained in the great majority of cases cited are 
sufficient to warrant an extended use of this new form 
of therapy in urology. In acute infections of the genito- 
urinary tract associated with high fever, the most pro- 
nounced results have been obtained in infections due 
, both to cocci and to bacilli. In chronic afebrile infections 
of the urinary tract, particularly those due to the colon 
bacillus, often the results have been negative, but here 
again some brilliant sterilizations have occurred. In the 
staphylococcus and streptococcus infections the results 
have been more uniformly successful and the same has 
been true with the metastatic complications of gonorrhea. 
In simple gonorrhea of the urethra the assistance of anti- 
septic injections has been necessary to effect a cure in 
most cases. 

Conservative Myoma Operations. (Uber 
Myomoperation). B. AScHNER, Vienna. 
ische Wochenschrift, June 18, 1925. 

Aschner is of the opinion that the normal menstrual 
period is of great value in the female physiology. Of 
104 cases in which hysterectomies of various types were 
performed in practically all he observed the appearance 
of what he calls “auto-intoxication” symptoms. These 
symptoms are included in the category of the usual 
menopause symptoms, but are much more severe. He 
believes that the earlier an artificial menopause is insti- 
tuted the more severe and lasting the symptoms are. 
Therefore in cases of severe metrorrhagias or even diffuse 
myoma formation, he advises against the practice of 
hysterectomy or roentgen therapy. In the cases of 
severe metrorrhagias he employs dietetic methods, 
douching and curettage. In myoma of the uterus he ad- 
vises either myomectomy or where the uterus is diffusely 
infiltrated with small myomata, the practice of a wedge 
shaped resection was practised, all recovered without de- 
great care to preserve a fair amount of functioning 
mucous membrane, and closes the uterine wound in three 
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he sutures the bladder and the sigmoid over the uterine 
wound. In 65 cases in which myomectomy or the wedge 
shaped resection was practiced, all recovered without de 
velopment of menopause symptoms. In two of the resec- 
tions pregnancy followed. 


Studies in Uterine Histo-physiology. (Etudes sur 
VHistophysiologie utérme). H, Keirrer. Gynécologie 
et Obstétrique, Vol. II, 1925, No. 4. 

The author has had occasion to examine sectivns of 
the round ligament removed in the course of the usual 
Alexander or Delormis operation for rétroversion of the 
uterus. He comies ‘to the conclusion that they possess 
exactly the same structure as the uterus. They contract 
in exactly the same manner and respond to stimulation 
in the same degree as the uterine musculature. They 
undergo the same physiologic changes as the uterus 
during the period of menstruation, gestation and meno- 
pause and show the same reactions to fibrosis, inflam- 
mation and static troubles as does the uterus. Keiffer 
concludes therefore that the round ligaments are appro- 
priate for use in the various suspension operations but 
that no surprise should be felt it in the course of the 
usual changes in the uterus, the round ligaments partici- 
pate in the reaction and thus form the background for a 
. currence, 


Vaginal Hysterectomy of the Gravid Uterus in the 
Tuberculous. (Vie vaginale totalexstirpation des 
graviden Uterus bei Lungentuberkulose). R. Hornune, 
Leipzig. Zentralblatt fiir Gynaekologie, June 6, 1925. 

Following the suggestion of Bumm and Stoeckel, the 
authors advise total vaginal removal of the uterus when 
the condition of a tuberculous woman indicates the ter- 

mination of a pregnancy. Two avoid the dangers of a 

general narcosis, this procedure may be carried out with 

perfect safety and facility under local anesthesia. Even 
when the pregnancy has gone beyond four months, the 
uterus may be removed by this route after morcellation. 

A full description of a method of using local anesthesia 

in these cases is given. 


Treatment of Total Prolapse of the Uterus in Aged 
Women. (Traitement du Prolapsus Utéro-Vaginal 
Total Ches Les Femmes Agées). P. Broce and G. 
Nora. Gynécologie et Obs#étrique, No. 5, Vol. Il, 
1925. : 

In elderly women in whom more extensive operative pro- 
cedures are contraindicated, but in whom there is a com- 
plete prolapse of the uterus, the authors have employed the 
operation devised by LeFort. They have, however, extended 
it so that as practiced now, it is practically a subtotal colpec- 
tomy. The operation is relatively simple and can be per- 
formed under local or regional anesthesia. It consists essen- 
tially in a quadrangular denudation of the anterior and 
posterior vaginal mucosa, and then a suturing of these two 
raw areas, one to the other. This tends to bury the uterus 
beneath a newly formed perineal body. To further build 
up the perineum a typical perineorraphy may be performed. 
The authors operated upon 38 such cases, and one seen 
as long as I1 years after operation shows no evidence of 
recurrence. 

Myeloid Myelomata. SHERwoop Moore, St. Louis, Radi- 
ology, July, 1925. 

There are here presented for the first time the bone 
changes found in chloroma of the myeloid type, or a mye- 
locytoma, for which a unique x-ray picture is claimed. Four 
cases are contrasted, for which diverse radiological findings 
are described, as distinctive from each other and from 
other diseases involving bone. They are likewise radiologic- 
ally contrasted with an example of skeletal carcinosis. 
varying blood picture and clinical course is presented in the 
four cases, along with differing histological findings, which 
are claimed to be distinctive for four separate diseases. 
These cases are presented to establish the idea that there 
are four malignant tumors of the bone marrow, distinct 
from the leukemias and from the other malignant diseases 
involving bone, and that they are not sarcomatous, but 
of hematogenetic origin. 
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Metastatic Bone Carcinoma. LyrLt Cary Kinney, San 
Diego. California and Western Medicine, June, 1925. 
Probably the majority of slow-growing carcinomas 

give bone metastases. 

The usual location of metastases from the breast are: 
ribs, spine, femur, ilium, skull, and humerus. It is not 
uncommon to find all of these bones involved if the 
patient lives long enough. The lesion from the prostate 
reaches first the pelvis, lumbar vertebrae and femur, then, 
occasionally, the scapula and clavicle. A metastasis in 
the scapula is usually prostatic in origin. 

The pathology of bone metastasis depends upon the 
primary lesion. If the original tumor is rapidly growing, 
with little stroma, the metastasis will be a rapidly des- 
tructive lesion and the bone will melt away before it. 
In the long bones the growth starts in the marrow and 
expands in all directions, completely destroying the cor- 
tex or adjacent cancellous structure. In the vertebrae 
the destruction is an irregular, honeycomb absorption 
with irregular edges and leading to triangular com- 
pression. There is no new bone production; the process 
is purely destructive and the bone is replaced by trans- 
lucent mass. 

In contrast to this, if the original carcinoma is slow- 
growing or one having a large stroma content, the metas- 
tasis will show very little destruction and be accompanied 
by reactive sclerosis in the involved bone. The metastatic 
emboli may be too small to be demonstrated and the 
reactive inflammation throws down a chalky envelope 
that gives irregular increased density to the entire bone. 
(Recklinghausen’s “carcinomatous osteitis”.) There is 
no formation of new bone with bone architecture, but 
calcium deposits surround minute cellular metastases to 
limit their growth. There is no cortical or periosteal 
thickening, but a diffuse irregular sclerosis. This osteo- 
plastic type of bone metastasis is early and extensive in 
carcinoma of the prostate, the chalky appearance of the 
spine and sacrum being almost pathognomonic of pros- 
tate origin. However, it occurs in 14% of ‘breast metas- 
tasis and may come from any slow-growing carcinoma, 
whatever the origin. 


Multiple Osteomyelitis Due to Bacillus Paratyphos”s B. 


Demonstration of the Bacillus in a Fresh Blood 
Preparation; Report of One Case. Gerorce L. Car- 
RINGTON, Durham. N. C., and Wirsurtr C. Davison, 
Baltimore, Md. Bulletin of the Johns Hopkins Hos- 
pital, June, 1925. 

In this unique case (a child of eight) the right hum- 
erus, radius and ulna, both fibulae, the left ulna and 
scapula and the third to ninth ribs on both sides were 
successively implicated at intervals during a period of 
two months. Bacillus paratyphosus B was found in the 
blood and in pus from the bones. 


Separation of the Acromioclavicular Joint. Barctay W. 
Morrat, New York. Surgery, Gynecology and Obstet- 
rics, July, 1925. 

_ Strapping is mechanically inadequate to restore func- 

tion of joint in all cases. The operation of choice is 

curettage and suture of the two bones resulting in fibrous 
ankylosis. The use of internal fixation leading to bony 
ankylosis is undesirable. Eight cases are reported. 


Lengthening the Quadriceps Tendon For Stiff Knee. 
Georce J. McCuesney, San Francisco. California and 
uy estern Medicine, June, 1925. 
This procedure was described first by Bennett in 1922. 
here are three general pathologic conditions causing 
stiff knee: Adhesions of muscle to bone, following sepsis, 
usually an osteomyelitis, mild or severe, complicating 
fracture; Adhesions of muscle to bone or to muscle, fol- 
lowing operation, but with no sepsis; Resistant contract- 
ure of the quadriceps with. no adhesions, due to pro- 
longed immobilization, as for joint disease. 
long median incision is made from the patella up 
the thigh to the middle third. The lateral margins of 
the rectus and the capsule of the joint are exposed. The 
rectus and the crureus beneath ‘are separated from the 
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vasti by deep, lateral incisions connected above. The 
whole is dissected free from the: femur, and remains 
attached to the patella only, like a tongue. If with 
moderate force the knee then does not flex, it means, 
that the vasti are still holding and the lateral incisions 
must be deepened. Bennett does not emphasize this 
point, it is very important. When the joint flexes, the tongue 
of rectus and crureus is sutured to the adjacent vasti. 

The knee is put up in plaster, in a position of 90° 
flexion for three weeks, after which the anterior half 
is cut away and gentle passive motion is made for a 
week, with splint replaced at night. In the fifth week 
active motion is begun, and increased in amount as time 
elapses. The cast should be worn at night for eight 
weeks altogether. 

It takes an indefinite time for complete. extension to 
be regained; Bennett says a year for severe cases. With 
energetic stretching exercises, three to four months 
should be ample to regain power of extension to within 
10° of normal, actively, and completely normal, passively. 

Weight can be borne in five to six weeks, at first 
with crutches, but they should be discarded at . about 
the eighth week. 


Ps:zudarthrosis of the Tibia in Children. S. 
HENDERSON, Rochester, Minn. The Journal of Bone & 
Joint Surgery, April, 1925. 

There were five congenital cases and eight cases of 
fracture acquired in infancy or early childhood. Seven 
patients were operated on without a single successful 
result. Of fractures sustained in middle or late child- 
hood, six patients were operated on, with five cures. The 
one who failed to obtain union was operated on under 
puberty. With prolonged fixation and support (one or 
two years) in a walking caliper, in two cases the union 
that was secured might have been maintained. The later 
in childhood the fracture is sustained the better the 
prognosis after surgery. 

Amputation is not justifiable, for if these children are 
carried beyond puberty their fractures become more 
amenable to surgery, and they will have somewhat more 
nearly the percentage of good results that the adult has 
with ordinary pseudarthrosis. 

Pseudarthrosis, congenital or acquired in infancy or 
early childhood, is extremely intractable. The condition 
is sufficiently rare to make the experience of any one 
man rather meager. From the recent literature one 
would judge that the wsteoperiosteal grafts were the 
best. In treating a rather large number of non-unions in 
adults Henderson found the larger massive autogenous 
grafts to give the best results, and he sees no reason 
why the same should not apply to children. 


(Luxations Fermées 


Closed Luxations of the Astragalus. 
Révue de Chirurgie, 


de l’Astragale). Dr. WEITZEL. 
No. 4, 1921. 

Luxation of the astragalas is rare and may occur in the 
simple or complete form. It constitutes a serious injury 
and almost always necessitates an open reduction be- 
cause the surrounding tendons and torn ligaments, the 
repair of which is necessary for proper functioning of 
the ankle joint, cannot be restored by the closed method. 
In case it is impossible to secure an accurate reduction 
of the luxation with stabilization of the ankle joint even 
after open operation, it is essential to perform an 
astragalectomy. 


The Accessory Scaphoid Bone. Emu S. Geist, Minne- 
apolis, Minn. The Journal of Bone and Joint Surgery, 
July, 1925. 

In 1923 Geist described 12 cases of what he called 
“disturbances of the accessory scaphoid”,as a cause of 
foot disability. In the present article he reports on 27 
cases: The accessory scaphoid is a small bone and in- 
constant in its occurrence, unilateral or bilateral, and 
often more or less surrounded by the tendon of the 
tibialus posticus. It articulates with the scaphoid. When 
this accessory scaphoid causes trouble the chief subjective 
symptom is definite pain in the region of the tubercle of 
the scaphoid. In a few cases there was moderate swell- 
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ing. The disorder is frequently unilateral and more 
common in females than in males, and most frequently 
under 18 years of age. There are no other points of 
tenderness as in weak foot and no rigidity or valgus de- 
*formity. 

In only 9 of the 27 cases was there relief on the appli- 
cation of braces (in-soles). Operation was done in 6 
cases. Operation consisted of removing not only the 
accessory scaphoid but also the articular cartilage cov- 
ering the tubercle of the scaphvoid, and was in each case 
followed by relief of symptoms. 


The Effect of X-Rays on Callus Formation in Ununited 
Fractures. A Preliminary Report. Ernest A. Pou te, 
Cleveland. Radiology, July, 1925. 

The theory of the stimulating effect of +-rays cannot 
be said to be definitely established, but in certain cases 
of very poor callus formation one or more exposures 
to small x-ray doses lead to the healing of the fracture. 
Pohle treated 15 cases, 11 of which were clinically healed, 
three did not respond, one still under treatment. 


Sensitization of Adhesive Plaster. W. P. Brown, St. 
Louis. Archives of Dermatology and Syphilology, July, 
1925. 

A case is reported in which sensitivity is apparently 
proved. Three days before the patient had burned a small 
area on the left elbow. The next morning she covered the 
area with adhesive tape. About twenty-four hours later, 
she was troubled with itching and burning, limited to the 
area covered by the plaster. She did not remove the tape 
until the following morning, at which t’me the burning 
sensation became intolerable. There were then linear 
pa‘ches of vesicular dermatitis, consisting of small, closely set 
vesicles on an erythematous base. The dermatitis was found 
to be due to sensitivity to something in the particular brand 
of tape that she had used. 

In the case reported by Jantzen, both feet had been 
strapped with adhesive plaster by a chiropodist. The result- 
ine inflammation was marked; there was induration and 
thickening, and the skin was covered with vesicles of vary- 
ing sizes. The condition was obstinate and healed slowly, 
leaving deep, dark brown pigmentation. One denuded area 
refused to heal. In Brown’s case the dermatitis subsided 
promptly. 


The Intravenous Use of Gentian Violet in the Treat- 
ment of Sepsis. A Report of Thirty-Two Injections. 
J. S. Horstey, Jr, Richmond, Va. Virginia Medical 
Monthly, June, 1925. 

In doses varying from 3 to 7 mgm. per kilogram of 
body weight, properly prepared 0.25% to 1% solutions of 
gentian violet may be given intravenously with safety. 
In sepsis where Gram-positive stayphylococci are the 
sole or predominant etiological organisms and where 
the bacteria are accessible to the blood stream, the intra- 
venous use of gentian violet is most beneficial. 

In the treatment of severe sepsis, thirty-two injections 
were given to twenty-five patients. Of these twenty-five 
cases, eight, were cured; seven, were markedly improv- 
ed; five, were only: slightly improved; and five were 
unimproved. Horsley considers that five of these 
patients owe their lives to the intravenous use of gentian 
violet. There were no deaths from the injections, and 
only two reactions. The youngest patient was five years 
and the oldest sixty-six years. 

Pure gentian violet may be obtained in powdered form. 
It can be used in 1% to 0.25% solution. The solution 
should preferably be made up fresh for each injection, in 
either distilled water or physiological salt solution. 


The Prevention and Abortion of Boils and Carbuncles. 
Grorce E. Prauter, Philadelphia. The Atlantic Medi- 
cal Journal, June, 1925. 
Pfahler’s recommendations to those who are subject 
to boils are as follows: 
Test the urine for sugar. 
If practical, test the blood for excess of sugar. 
Immediately upon the appearance of a boil, reduce 
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carbohydrate food to a minimum. It may be well to 
omit the next meal entirely. This reduction in carbo. 
hydrates should continue so long as there is a tendency 
to boils. Drink plenty of water. 

At the first sign of a pimple, within an hour, if possible 
apply tincture of iodin three or four times locally to the 
top of this lesion. Allow the tincture of iodin to dry 
between applications. 

This discussion does not refer to the treatment of car. 
Suacies and boils but to the prevention and abortion of 
them. 


Book Reviews 


Modern Surgery, General and Operative. By Jony 
CuHatMerRS DaCosta, M.D., LL.D., F.A.C.S. Samuel 
D. Gross Professor of Surgery, Jefferson Medical Col- 
lege, Philadelphia; Surgeon to the Jefferson Medical 
College Hospital; Consulting Surgeon to Philadelphia 
General Hospital, St. Joseph’s Hospital, and Miseri- 
cordia Hospital, Philadelphia; etc., etc. Ninth Edition, 
Octavo; 1527 pages; 1200 illustrations. Philadelphia 
and London: W. B. SAunperRs Co., 1925. 

Each time that we have revicwed an edition of Da- 
Costa’s splendid treatise (the last was in 1919) it has 
given us pleasure to refer to it as “the best single-volume 
work on general surgery in English”. This ninth edition 
gives -us no reason to say less. It represents a compre- 
hensive revision and considerable recasting of the text 
all the more remarkable in that it was done while the 
author was confined to bed with a long and painful ill- 
ness. He was therefore obliged to share some of the 
work of revision with friends, whose assistance he 
acknowledges in a graceful and quite delightful preface. 

To present within the covers of a single volume, even 
though a bulky one, practically the entire subject of 
modern general surgery in its various aspects, is a task 
indeed. We know of no one who has measurably suc- 
ceeded in it. as has DaCosta. It is correspondingly a 
large task to keep succeeding editions, each adding much 


‘ information to what was in the last, within the confines of 


a single volume. This edition is actually about 150 pages 
shorter than the eighth, which has been accomplished by 
using smaller type and by the omission of certain chap- 
ters. Thus chapters 1, 2, and 25 of the eighth edition, 
dealing, respectively, with Bacteriology, Asepsis and 
Antisepsis, and Bandages have been discarded to save 
space since, the author says, these subjects are taught in 
special books. They can be spared, no doubt, but we 
rather deplore their omission from a work that is other- 
wise so complete, and in which they are logically as much 
a part as is the subject of Anesthesia and Anesthetics, 
which is retained in chapter 28. Much space could have 
been saved, it seems to us, by curtailing unnecessary de- 
tails of description and omitting unnecessary illustrations. 
For example, two pages are devoted to the technic of 
arsphenamin injections (indeed, the section on syphilis, 
excellent though it is goes quite beyond the limits of a 
discussion of surgical syphilis). The picture of an ice- 
bag might well have been dispensed with and so might 
the page of illustrations showing how to break a strangle- 
hold in the water and how to rescue a drowning person. 
Dr. Wm. L. Clark has contributed brief sections on Elec- 
trothermic Methods in the Treatment of Neoplasms, and 
on Radium and Combined Methods of Treatment. 

It is a vast undertaking to collect and analyze the 
accumulating literature of surgery in order to bring s0 
large a work as this, covering every field of surgery, UP 
to date. It is probably quite impossible to do it perfectly. 
DaCosta does it surprisingly well. We find, to be sure, 
several places in which he presents views that are erron- 
eous and methods that have been superseded; but these 
instances are not more numerous, indeed they are proba- 
bly much less numerous, than one has a right to expect. 

DaCosta’s Modern Surgery is, it seems to us, ¢as 
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the best single work on general surgery for the English- 
speaking, especially the American, medical student and 
the best single reference work on surgery for the general 
practitioner. We doubt whether many practicing surgeons 


would want to be without it. 


Die Chirurgie. Eine zusammenfassende Darstellung der 
allgemeinen und der speziellen Chirurgie. Herausgege- 
ben von Pror. Dr. M. KirscHNER und Pror. Dr. O. 
NorpMANN. Lieferung 3. Die Chirurgie der Leber 
und des Gallensystems. Von Pror. Dr. E. HELier, 
Leipzig. Die Chirurgie des Pankreas. Von 
Pror. Dr. H. Riese, Berlin. Octavo; 228 Seiten; 60 
Abbildungen. Berlin und Wien: Ursan & ScHwar- 
ZENBERG, 1925. 2 

The third installment of Kirschner’s system of sur- 
gery is devoted to a discussion of the liver, the biliary 
system and the pancreas. The surgery of the liver and 
the biliary system is described by Prof. Heller of Leip- 
zig and contains a very adequate account of the anatomy ; 
and physiology, the bacteriology and the pathology of 
both these systems. The various clinical entities are 
carefully described. A large section is dedicated to a 
discussion of gallstones and their consequences. Fully 
forty pages of this section are used in describing in de- 
tail the various operative procedures to be employed in 
their treatment. 

The section on the surgery of the pancreas has been 
contributed by Prof. Riese of the University of Berlin. 
The same general plan is used in discussing the subject 
and with the same felicity and completeness in the treat- 
ment of the material. An excellent bibliography is ap- 
pended. The book is not overburdened with illustrations 
but such as are employed are well chosen and beautifully 
reproduced. 


Pye’s Surgical Handicraft: A Manual of Surgical 
Manipulations, Minor Surgery, and Other Matters 
Connected with the Work of House Surgeons and Sur- 
gical Dressers. Edited and Largely Rewritten by W. H. 
CLavToN-GREENE, C.B.E., B.A., M.B., B.C. (Camb.), 
F.R.C.S.  (Eng.); Surgeon to St. Mary’s Hospital; 
Lecturer on Surgery in the Medical School, etc. Ninth 
Edition. Octavo; 619 pages; illustrated. New York: 
Witt1AM Woop AND CoMPANY, 1925. 

In a field where literary contributions are considered 
almost antiquated at the end of ten years, it is a matter 
of no small interest to come across a book first publish- 
ed in 1884 and now in its ninth edition. Regardless of 
the impression it may make on any of the present day 
reviewers such a volume must have offered and still must 
offer a great deal of valuable information. This is ex- 
actly the case with Pye’s Manual. Intended primarily 
for the use of the house-surgeon, it contains a vast 
amount of information of value to the general practition- 
er who comes in contact with surgical diseases. The 
chapters dealing with the usual surgical treatments are 
interestingly written while those dealing with the more 
technical aspects of the specialties such as the nose and 
throat, etc., leave much to be desired. 


A Practice of Gynecology. By Henry Jexzett, M.D., 
(Dublin University), F.R.C.P.I. Consulting Obstetric- 
ian to the Department of Public Health of New Zea- 
land; Consulting Gynecologist, Rotunda Hospital, 
Dublin; Gynecologist to Sir P. Dun’s Hospital; Gyne- 
cologist and Obstetric. Physician to Dr. Steevens’ Hos- 
pital, Dublin; etc., etc. Fifth Edition. Octavo; 744 
pages; 417 illustrations and 15 colored plates. Philadel- 
phia: LEA & FEBIGER, 1925. 

For its fifth edition this richly illustrated text-book of 
gynecologic diagnosis and treatment has been extensively 
revised, and has undergone a number ‘of alterations and 
additions, containing 126 more pages and 44 more illus- 
trations than the preceding edition. A number of sec- 
trons have been added: Gas Inflation of the Peritoneal 
Cavity and of the Fallopian Tubes, Ovarian Transplanta- 
tion, and Implantation Adenomata of Endometrial Origin. 
The chapter on Menstruation and its Disorders has been 
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largely rewritten and reflects the modern views, as do 
the sections on Endometritis and Metritis. There are 
new chapters on Sterility and on The General Principles 
Which Govern Gynecological Operations. The chapters 
on Radiotherapy by Walter Stevenson, and on Vaccine 
Treatment by R. J. Rowlette, have been brought up-to- 
date. 

We would criticise the absence of bibliographic refer- 
ences and of cross references in the text. Thus, in the 
chapters on Diagnosis and on Diseases of the Fallopian 
Tube in either of which one would expect to find a des- 
cripition of Rubin’s gas inflation method of determining 
the patency of the tubes, there is only a passing reference 
to the method and no statement that it is described else- 
where in the book. The same may be said of the chapter 
on Sterility. The description of the method (here refer- 
red to as “introduced by Rubin and Peterson”) is found 
in the final chapter, entitled Operations on the Uterine 
Ligaments, the Pelvic Peritoneum, etc.—the “etc”. in- 
cluding the Radical Cure of Pendulous Abdomen. Some- 
what confusingly, for a student at least, there is described 
with the Rubin test, pneumoroentgenography of the ab- 
domer for other diagnostic purposes—a procedure that 
should have been dealt with separately. 


Cancer and the Public. The Educational Aspect of the 
Cancer Problem, By CHartes P. B.A.,F.R:C.S., 
M.R.C.P.E.; President of the British Medical Asso- 
ciation 1923; Chairman of the Health Committee, 
Borough of Portsmouth; Consulting Surgeon, Royal 
Portsmouth Hospital. Octavo; 257 pages. New York: 
E. P. Dutron & Co., 1925. 

Since 1906, Dr. Childe has been engaged in his cam- 
paign of education for the public in the matter of cancer 
cure. He is firmly of the opinion that cancer cure is to 
be found, for the present at least, only in the early com- 
plete surgical removal of the primary growth. This can 
be accomplished only with the cooperation of the patient. 
To secure this early cooperation, the public must be 
taught to recognize the first signs or symptoms of the 
disease. With this object in view, Dr. Childe has assem- 
bled certain of the well established facts about cancer for 
presentation to the layman. The age period of maximum 
incidence, the localized nature of the primary lesion with 
its subsequent tendency toward dispersion and the cura- 
bility of cases operated upon early are appropriately 
stressed. For the purpose of driving home his lesson, 
the author uses several types of cancer as his paradigms. 
Thus in the case of cancer of the breast, the uterus, the 
lip, the skin and the larynx he shows by statistics from 
well recognized surgeons or institutions’ the absolute 
mortality, as compared with the mortality in the cases 
operated upon early and those operated upon late in 
the course of the disease. The value and the limitations 
of the use of radium and the Roentgen ray are clearly 
outlined. 

The whole work breathes such sincerity and intensity 
of purpose that it should prove of great value in educat- 
ing not only the layman but the physician as well. The 
message it conveys is one df hope rather than of despair. 
The keynote of the book and the keynote of success in the 
treatment of the problem is first, last and all the time, 
early observation and early operative removal of the 
primary source of the disease. 


Hand-Atlas of Clinical Anatomy. By A. C. Eyciesuy- 
MER, B.S., Pu.D., M.D., Dean of College of Medicine 
and Director of Department of Anatomy, College of 
Medicine, University of Illinois; and Tom Jones, 
B.F.A., Director of Anatomical Illustration and In- 
structor in Anatomy, College of Medicine, University 
of Illinois. Octavo; 424 pages; 395 drawings. Phila- 
delphia and New York: Lea & Fesicer, 1925. 

This volume is an enlargement of the very valuable 
manual of Surgical Anatomy published for the Medical 
Corps of the Army and Navy during the late war. 

It contains cross sections and projections to the sur- 
face of various structures, organs, vessels and lymphatics, 
taken from classics or especially prepared. The selection 


& 


08 AMERICAN 
2 JourNAL oF SURGERY 


is well made and will appeal to physicians and sur- 
geons alike. There are 344 pages of illustrations, excel- 
lently indexed. The drawings reveal relations that are 
usually not emphasized. 

Books pay their price of admission to a doctor’s library 
either by the frequency of their use, or by the uniqueness 
of the information they afford. This is one that should 
be selected even by the most discriminating. It should 
»e at the elbow of every one who is practising medicine, 
ind be made familiar to medical students and be accessi- 
ble in every ward, and every operating and consulting 
room. 

The reviewer would suggest only minor changes in 
future additions, which the work should merit. The 
diagrams of muscles on page 138, etc., would be more 
useful if the nerve supply and its course were indicated. 
The surface distribution of the spinal segments or zones 
of Head and their maxima would be another useful addi- 
tion. The reviewer knows of,no graphic representation 
of the segmental nerve supply of the muscles. It would 
be a diffcult task to portray them, but it would be of 
great value. The projection of the blood supply to the 
centers of the base of the brain and pons would app-al 
to many. To some, it would be instructive to have a 
diavram of the surface projection of the bronchi and 
pulmonary vessels. 


Medicine. An Historical Outline. By M. G. SeEetic, 
M.D.; Professor of Clinical Surgery in the Washing- 
ton University School of Medicine. Duodecimo; 207 
pages; 48 plates. Baltimore: Wmtiams & WILKINS 
CoMPANY, 1925. 

This small volume consists of a series of eight lectures 
on the history of medicine delivered in 1924 before the 
senior students in the. Washington University School of 
Medicine, St. Loyis. by Dr. Major G. Seelig of that city, 
whose erudition and delightful literary style are familiar 
to those who, a few years ago followed the book review 
department of Surgery, Gynecology and Obstetrics. A pupil 
of Pagel, he has been an ardent student of medical his- 
tory; and these introductory lectures reflect both his en- 
thusiasm and his originality of critique. All the facts he 
presents, and vastly more, one can. find in Garrison’s 
incomparable History; but as the author of that larger 
work himself says in a characteristic foreword to this 
book: “The lectures are fresh. informing, brief and to the 
point. and while the author, like other historical writers, 
has lifted his facts from the various source-books ..... 
his racy idiom, the stimulus of his enthusiasm and _ his 
slant on various matters are his very own”. A single 
passage (page 157) may be quoted to illustrate Garrison’s 
commentary: “Medicine has suffered grievously because 
of the ancient claims of philosophy to exercise the right 
of placing all scientific facts in escrow until she can pass 
on them and accord them their proper values. This as- 
sumed trusteeship on the part of philosophy is responsi- 
ble for much of the burden of mysticism, sophistry, cul- 
tism and humbuggery that medicine has had to carry”. 
The passage would need to be paraphrased but slightly 
to apply to the fundamentalists’ present day attack on 
evolution! 

We warmly commend the reading of this outline of 
medical history to all medical students. We commend it 
also to those physicians who have not read Garrison’s or 
other larger works; it will whet their appetites for more. 


The International Medical Annual. A Year Book of 
Treatment and Practitioner’s Index. Forty-Third Year, 
1925. Octavo; 548 pages; illustrated. New York: 
WiLt1AM Woop anp CoMPANY, 1925. 

The Medical Aanual of 1924 differs from its predeces- 
sor in having fewer French collaborators. The articles 
set a high standard in discreet selection and terse pre- 
' sentation. Though annual in appearance, these books 
are of lasting value. There is a wealth of information and 
valuable critique in this issue. 
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Infection, Immunity and Inflammation. A Study of the 
Phenomena of Hypersensitiveness and Tolerance, and 
Their Relationship to the Clinical Study, Prophylaxis, 
and Treatment of Disease. By Fraser B. Gurp, B.A, 
M.D., C.M., F.A.C.S., Montreal; Lecturer in Applied 
Immunology and in Surgery, McGill University; Asso- 
ciate Surgeon, Montreal General Hospital; Surgeon, 
Western Pavilion, Montreal General Hospital; ete, 
Octavo; 329 pages. St. Louis; THe C. V. Mossy 
CoMPANY, 1924. 

This text-book on infection, immunity, and inflammation 
gives current knowledge as taught in the medical centers 
of America. A great number of .facts have been collected 
and presented in logical sequence. Unfortunately, there is 
no attempt to depart from the early terminology of the 
immunologists and accept some of the newer unifying views 


of the physical chemists. It is a pity that medical men must | 


acquaint themselves with rapidly changing jargons in sey- 
eral allied fields with no attempt on the part of their stu- 
dents to standardize forms of expression. 

Almost all the chapters from V to XXV deal with ana- 
phylaxis. There are two chapters on practical applications 
to disease. There is no bibliography. The references in 
the foot-notes are easily accessible. The book displays 
neither scholarship, care in presentation nor style. It will, 
however, prove serviceable to students or to physicians seek- 
ing a succinct review of the topics treated. 


The Medical Book of Merit. United States Army and 
Navy Decorations Awarded to Medical Officers for 
Distinguished Service in the World War. By Enpcar 
ErsKInE Hume. Octavo; 69 pages. Washington, 
D. C.: THe AssocrIATION OF MILITARY SURGEONS, 10925. 

In this booklet, reprinted from The Military Surgeon, 

May, 1925, Major Hume, himself a holder of the Dis- 

tinguished Service Medal, describes the American Army 

and Navy decorations awarded for service in the World 

War and gives a complete list of all the medical officers 

who received them with the official citations accompany- 

ing each award. The compilation is an official one “by 
order of the Surgeon Generals of the Army and the 

Navy”. Its perusal ought to bring a flush of pride to the 

medical reader. 


Official History of the Canadian Forces in the Great 
War 1914-19. The Medical Services. By Sir AN- 
prew Macpnalt, Kr., O.B.E., B.A., M.D., C.M., LL.D., 
M.R.C.S., L.R.C.P., F.R.S.C., Professor of the History 
of Medicine, McGill University. Octavo; 428 pages. 
Ottawa: PusiisHeD By AUTHORITY OF THE MINISTER 
oF NATIONAL DEFENCE, UNDER DIRECTION OF THE GEN- 
ERAL STAFF, 1925. 

There is no more stirring story of the Great War than 
that of the valorous, sacrificial service of the Canadian 
Expeditionary Forces. How great a part our Canadian 
colleagues played in the accomplishments of their army, 
at home and in the field, is told by Prof. Macphail in this 
interesting volume, a history from official sources. It 1s 
a frank and entertaining recital of the mistakes, tribula- 
tions and heroic efforts of the Medical and its ancillary 
services. It is written in free, discursive style, with abun- 
dant commentary and critique; and partakes thus rather 
of the nature of a narrative than of a dry recital of events 
and compilation of figures. 


Proceedings of the International Conference on Health 
Problems in Tropical America, 1924. Octavo; 1010 
pages; illustrated. Boston: Unirep Fruit CoMPANY, 
1924. 

This volume is the report of the first conference held 
by the physicians of the United Fruit Co. for the pur- 
pose of discussing the problems of tropical health. It 
contains a number of interesting articles on the problems 
of malaria and yellow fever. Rosenau has contributed 


a paper on the seasonal prevalence of disease. Rogers 
has written on the treatment of amebic hepatitis and 
liver abscess and Sir A. Lane on the causation of can- 
cer. There are a number of articles on tropical skin dis- 
eases. 
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